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This research aims to study the quality of life of the bereaved spouse in Hong Kong via a 
one-time cross-sectional survey. The focus of this study is to investigate the inter-
relationship of the stress of bereavement, social support and the quality of life of the 
bereaved. The Stress Model was adopted as the theoretical framework of this study. An 
attempt has been made to examine if social support can moderate the negative impact of the 
perceived stress of the bereaved on the quality of their lives. Besides the positive effects, the 
negative effects of social support on the quality of life of the bereaved were also 
investigated. • ‘ 
The research population consisted of the surviving spouses of deceased patients who had 
died six months to two years before the time of this study. Nine hundred and seven potential 
subjects were provided by ten hospitals under the Hospital Authority, one private hospital 
and one private clinic. Seventy subjects, most of them under the age of 65，were successfully 
interviewed at their homes or in restaurants with the aid of a structured questionnaire. 
The results indicated that many of the subjects frequently or often experienced stress due to 
their dual parenting role, the sense of an incomplete family, decision making without 
support, upset, loneliness, and financial difficulty. These stressors show significant effects 
on the perception of stress and the quality of life as stress outcome/adjustment of 
bereavement among the subjects. Gender difference has a significant impact on perceived 
stress among the subjects, i.e.. female respondents perceived higher stress than male, 
especially in losing their sense of security and dealing with the maintenance of family 
equipment. Age difference shows a significant impact on perceived stress of the subjects 
especially in performing dual parenting role (r � - 0.51，p<0.001). The result also revealed 
that the overall quality of life of the respondents were quite high, and perceived stress of the 
respondents shows a moderately high and negative correlation with quality of life (r = -0.67, 
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'p<0.001). Upon stepwise regression of quality of life on the thirteen items of stress of 
bereavement, only two items displayed significant effects on the quality of life, namely ‘the 
sense of an incomplete family’ and 'depressed mood’. 
With regard to social support, the results show that the subjects desired emotional support 
from their family and friends, and informational support from helping professionals. 
Affiliational support from family and friends, and emotional support from helping 
professionals were mostly perceived as satisfactory by the subjects. Overall, approximately 
half of the sample were satisfied with the support from their families and friends, and fewer 
subjects (25.7%) were satisfied with the support from helping professionals. The difference 
between perceived and desired social support of the subjects from each source was assessed 
by T-test. Results indicate that there is no difference between the perceived and desired 
social support from the family of the subjects, while the subjects' perceived affiliational 
support from friends exceeds their expectation, and both their perceived affiliational and 
emotional support from helping professionals exceeds their expectation. The negative aspect 
of social support was also explored in this study. The subjects received inappropriate 
advice/support from their families (22.9%), from friends (18.6%), and from helping 
professionals (2.9%). 
The Pearson's Correlation test shows that the stressor is strongly correlated with perceived 
stress (r =0.97, p<0.001), indicating that these variables (stressor and perceived stress) show 
no difference in measuring the same life change event. The correlation test for the two 
variables in this study is purely for cross concept validation. Thus, the mediating effect of 
perceived stress on the relationship between the stressors of the bereaved and the quality of 
their lives was not examined. 
The direct effects of the stress of bereavement and the social support received on the quality 
of life of the bereaved, and the moderating effect of overall social support and social support 
from three major sources on the relationship among perceived stress and quality of life had 
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'been examined by multiple regression (stepwise method). Results show that the overall 
social support received by the bereaved in this study did not have a moderating effect on the 
strength of the relationship between their stress and quality of life. However, stress of the 
bereaved (B � 0.67，R^= 0.45，p<0.001) overrides the effect of their social support (B = 0.24, 
R^ = 0.51，p<0.01) on quality of life, and the proportional increase in variation in quality of 
life explained by overall social support over perceived stress was very small as R^change 
-‘••.�Wk_ 
was only 0.06. Among the three sourcej of social support, only the support from friends had 
an indirect effect on the relation between quality of life and two items of perceived stress, 
i.e. the sense of an incomplete family and depressed mood (R^increased from 0.53 to 0.75). 
”However , the response rate for this test is too iow to make further inferences. Also, the 
impact of negative social support on perceived stress and quality of life of the subjects 
:.-二决 ‘ cannot be clearly found because of the low response rate and problems of measuring. 
Based on the results, the implications for working with the bereaved and future 







Human beings have long been suffering from the cut off of the bonding with their 
beloved due to death. In recent decades, advances in medical technology have 
depersonalized the dying patients, and leave them and their families socially isolated. 
In Britain and the United States, owing to the advocacy of Dr. Cicely Saunders and 
Dr. Kubler Ross, there has been vigorous development of hospices services for the 
dying patients and their families since the 1970's. Research and evaluation 
conducted on hospice or bereavement programmes are abundant. A few examples 
are: Parkes (1979), Green et aL (1983), Longnan & Lundstrom & Clark (1989), and 
Sandler et aL (1992). 
In Hong Kong, the hospice care movement started in the 1980's, a decade later than 
• in Britain and America. The early effort of the pioneers focused mainly on 
community education. In recent years, hospice service has been established in twelve , 
hospitals in Hong Kong. Hospice care is increasingly recognized by helping 
professionals in the medical and social service fields as necessary in providing 
quality service to clients. Now, with the progress in community education, the 
concept of hospice care has been made known to the general public. Bradbury 
Hospice, the first independent hospice care centre in Hong Kong, was set up by the 
Society for the Promotion of Hospice Care Ltd. in 1991. It was taken over by the 
Hospital Authority in April 1995，signifying a new milestone that the need for 
hospice care is recognized by the Hong Kong Government. Unfortunately, local 
empirical studies on hospice care have been rarely found in Hong Kong up to now. 
The target group of hospice care is the dying patients and their families. As 
bereavement work is part of the hospice care, the researcher hopes to contribute 
some efforts in conducting a study on this subject to understand more about the 
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‘ phenomenon of bereavement in Hong Kong on the basis of which future services can 
be developed. 
The experience of bereavement is associated with emotional, physical, and spiritual 
distress. How will this distress affect the quality of life of the bereaved? There is 
overwhelming evidence that social support is associated with reduced risk of 
psychopathology (Cohen & Wills，1985; Kessler & Mcleod,1985; Umberson, & 
Landis, 1988). Yet, there is a growing number of studies (Lehman et al, 1986; Shinn 
et al , 1984; Caserta et al, 1989) showing that bereavement support can have 
negative effects on the adjustment outcome of the bereaved. Can social support 
reduce distress and improve the quality of life of the bereaved ？ With this question in 
mind, this study aims to investigate the relationship between the stress of 
bereavement, social support and the quality of life of the bereaved. 
There have been many studies on social support and adjustment of bereavement 
conducted in foreign countries as social support has been regarded as an important 
factor for a better adjustment outcome at adverse life events. Locally, studies on 
social support associated with chronic or threatening illness, Chinese immigrants' 
stress and adjustment outcome are not rare (Tsang, 1987; Sun, 1994; Ma,1995; 
Lai,1995). Apart from the global impact of social support on adjustment, some of 
these studies investigated the clients' adjustment in relation to specific types of 
support received from particular sources. Hitherto, no local research has examined 
the impact of negative social support on the people in adverse conditions in Hong 
Kong. Since death is still a taboo in the cultural context of the Hong Kong Chinese 
and there is lack of death education in Hong Kong, Hong Kong people may not be 





• It is worthwhile to study both the positive and negative impacts of social support on 
the bereaved in this research. It is also important to study whether there is any 
discrepancy between different components cf the perceived and desired social 
support of the bereaved under stress, and their preferences for social services in 
different periods of bereavement, so that the most beneficial kinds of supportive 
intervention can be designed and promoted to match their needs. No research on 
social support and bereavement has studied the relationship in linking with the 
quality of life. This study, as the first study on bereavement in Hong Kong, is 
characterized by its extended study on the negative sides of social support and the 
quality of life of the bereaved. It is hoped that the results of this study can provide 
implications for service design for the bereaved. 
• • 
Objectives of this study: 
1. To examine the common stressors faced by the bereaved in Hong Kong. 
‘ 2. To understand the magnitude of stress perceived by the bereaved. 
3. To understand the quality of life of the bereaved. 
« 
4. To study the relationship between stress of bereavement and quality of life of the 
bereaved. 
5. To identify the functions of social support from different sources in alleviating 
the stress and raising the quality of life of the bereaved. 
6. To explore the negative aspects of social support perceived by the bereaved and 
their impact on the quality of their life. 
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• In the following chapters, the researcher will have different focuses of presentation. 
Literature review on bereavement, stress, social support and quality of life will be 
presenied in Chapter Two. Theoretical framework with operational definitions of the 
variables of this research and their relationship with one another, and the hypotheses 
will be presented in Chapter Three. The methodology of the study, including the 
research design, sampling method, measuring instruments, data collection and 
analyses, will be presented in Chapter Four. Results from data analyses will be 
presented in Chapter Five. Discussion and conclusion of the findings will be 
presented in Chapter Six. Finally, the researcher will make some recommendations 








Losing a spouse is the most tragic event in life. Holmes & Rahe (1967) studied the 
relationship between stress and the life change events. The result showed that the 
death of a spouse is ranked as the highest on the list of 44 stressful life events. 
Throughout the past decades, theoreticians and researchers in different fields 
investigating human behaviour have made efforts to explain the observed behaviours 
• / 
and experiences of bereavement. Some approaches have been specially developed to 
account for reactions to bereavement, while other explanations attempt to place grief 
within a particular theoretical framework. In the following, the researcher will 
review some of the approaches accounting for bereavement. 
L Psycho-dynamic approach 
4 
Freud (1917) laid down the first theoretical framework for understanding the 
phenomenon of bereavement in his classic paper "Mourning and Melancholia” 
(1917). He pointed out that a person will fall into an extremely depressed state when 
he has lost his loved one. He saw the process of mourning as being primarily 
concerned with the removal of the libido from the lost object and its attachment to a 
new object, in which the ego self of the person forces a recognition of the loss and 
demands the detachment of emotional energy from the dead person according to the 
reality principle. Freud believed that detachment may be accomplished by the ego's 
identification with the lost object. Thus, the process of detachment is viewed in this 
school as being both painful and needing much time to accomplish. Freud and Klien 
(1940) traced the root of depressive illness from childhood loss experiences, and 
concluded that the current loss triggers loss emotions that have not been managed in 
18 
• childhood. Additionally, this perspective viewed the degree of ambivalence of the 
bereaved in the lost relationship as complicating the bereavement process. Thus, the 
resolution of ambivalence is seen as central to grief work in this school. 
� 
The contribution of this school is its detailed explanation of pathological grief and 
the view point that recovery can be reached through the detachment of' emotional 
energy from the dead person. Its shortcoming lies on its overemphasis on the inner 
psychic world whilst neglecting the importance of the social and cultural context. 
Also, mourning behaviour is not determined by past experience only, but also by the 
current consciousness, intention and future anticipation of the bereaved person. 
• / 
2. Illness and disease model 
Lindemann (1944)，in his study of bereaved individuals who suffered from the loss 
associated with disaster and the Second World War, translated the inner psychic 
energy of the bereaved into symptoms of acute grief and defined them in terms of 
‘ illness and disease. He also defined the morbid grief reaction as ‘distortions of 
normal grief and identified nine different reactions ranging from psychosomatic • 
illness, progressive social isolation, and furious hostility against specific persons to 
agitated depression and self-punitive behaviour. This has been one of the preferred 
models in explaining bereavement, especially in the field of psychiatry. 
Lindemann's contribution liesin his clear classification of the grief syndrome in 
detail, outlining its normal course in contrast to pathological developments, and his 
effort to incorporate the grief problem into the health care system. However, he 
neither dealt with individual differences in grief reactions nor assessed the impact of 
different types of loss. The researcher also sees that his symptomatology of grief 
may lead to the oversimplifying of explanation in the phenomenon of bereavement 
and result in the separation of management, which may also contribute to the 
patient's dependence on medical treatment and neglect the support and meaning of 
19 
‘ other social systems to the bereaved. Moreover, his observation and theory are based 
on the study of sudden death. His perspective did not include the impact of the 
anticipated aiid chronic death cn the reaction of the bereaved. 
3. Attachment theory . 
Bowbly's (1964) view was that a human being has a tendency to seek proximity to 
and contact with an individual he is attached to, and to build up strong affectional 
bonds with him/her. He believed that it can provide the basic need of survival for the 
person, protecting him especially in stressful situations. The basic assumption of this 
theory is that the child's attachment to his mother is mediated by a number of 
instinctive response systems. A mother's absence provokes certain instinctive 
• / 
systems such as anxiety, protest and searching on the part of the child. As Bowbly 
believed that the attachment bond and the instinctive response systems first 
developed in the relationship between mother and child and that later the mechanism 
will extend to the adult and his significant others, he viewed bereavement as a form 
‘ of separation anxiety in adulthood in response to the disruption of an attachment 
bond. 
« 
By observing the bereavement process rather than mainly considering depressive 
illness as many previous researchers did, Bowbly's attachment theory has 
contributed significantly to understanding normal bereavement. It is of great value 
that he pointed out the source of grief coming from the disruption of the attachment 
bond between mother and child which leads to loss of sense of security and the 
inbalance of the inner world. His assumption of ‘separation anxiety�also gave an 
answer to why the bereaved exhibited protest and searching behaviours. Yet, he did 
not pay enough attention to the consequences of loss and its multi-facets of grief 
reactions, and seldom explored the social relationships of human beings in other 
systems or contexts. 
20 
• 4. Personal construct and comitive model 
There are several proponents of this model. Kelly (1955) was of the opinion that a 
person's ' sdf 'or personality may be seen in terms of a system of interrelated 
constructs which inform the individual's attempt to make sense of the external 
world. According to his theory, a vitally important subset of personal constructs 
affected by bereavement is those involved with the location and identification of the 
concept of the self in relation to a system of constructs relevant to self and 
significant others. The loss of a significant other entails a major shift in the person's 
construct system. Thus, the bereaved has to re-organize his constructs and anticipate 
coming events so as to be able to adapt to the new life. 
• / 
Parkes (1975) has considered bereavement in terms of its being a�psycho-social 
transition'. He suggested that certain events such as bereavement lead to major 
changes in people's internal assumptive worlds. These assumptive worlds are made 
up of a series of models which form the person's inner world, and it is the interaction 
• between a person's assumptive internal models and their external environment which 
determines the ways in which they experience events. From this perspective, grief 
involves a person relinquishing their set of assumptions about the world and 
developing new ones to fit the new circumstances. 
Marris (1982) theorized that action and the coordination of actions evolve into a 
perception of the way reality is organized. According to Marris (1982), by 
interaction with the environment, people give their surroundings form and meaning, 
and create regularities that enable them to predict, manipulate and outwit the dangers 
that beset them. The predictability of events is viewed as important for survival. 
Without it, there is no way to explain the meaning of the events. The development of 
the ‘meaning’ is incorporated very early into people's learning with their attachment 
bonded with others and is crucial to the whole organization of their ‘reality�. 
Therefore, loss of the crucial relationship may make a person temporarily feel that 
21 
• the world has become meaningless and he seems to lose direction in living. Marris 
regards grief as a reaction to the disintegration of the whole structure of meaning, 
dependent on this relationship, rather than to the absence of the person lost. Thus, the 
recovery from a severe loss seems to rely on restoring the 'continuity of meaning' in 
his conceptualization. ‘ 
Kalish, Van der Bout, de Keijser and Schut (1985，1988) viewed cognitive factors as 
being relevant to the bereaved person's need to come to some acceptable 
understanding as to why the death occurred. They suggested that the bereaved family 
and friends get together and obsessively review the available information concerning 
the last few hours or days_ before death to develop a communal, acceptable 
understanding of the event and explain it in terms of the more general positive 
relationship between 'worry work’ and well-being. 
The main advantage of this model is its positive affirmation of people's cognitive 
functioning and initiative in adjusting their construct to cope better with the fact of 
loss. However, it is doubtful whether people can be rational when facing traumatic 
events, for the emotional response usually comes earlier than the rational response. 
5. Stress and crisis model 
Caplan's (1964) model of crisis intervention describes the bereavement process. The 
components of this model are as follows: 
a.) The person is in a state of helplessness. 
b.) The person's usual strategies for coping with stressful events are no longer 
successful. 
c.) Defenses are weakened. 
d.) The person needs to turn to others for help and is particularly susceptible to their 
responses. 
e.) Current crises awaken a person's past experiences of similar crises. 
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• In this model, bereavement is regarded as a stressor. When the bereaved perceives 
that the demands of the life change event (loss of the love object) exceeds the 
capacity that he can cope with，the bereaved will feel stressed. When the intensity of 
the stress reaches a maximum point and the bereaved experiences extremely distress, 
displays an upset state of disequilibium and has difficulties in performing daily tasks 
and roles, then the stress is said to be leading to the state of crisis', which is 
characterized by helplessness. Caplan contends that a resolution must develop in 
time in such circumstances. He also suggests that the persons in crisis learn new 
coping skills including: a) correcting the cognitive appraisal of the situation; b) 
handling the emotional problems, being aware of self-feeling and needs, expressing 
assertively so as to release ^tension and acquire sense of mastery; c) utilizing 
interpersonal and social resources to develop a new personal pattern of seeking help. 
This model suggests that the outcome of the crisis may be dependent upon the 
available social support network at the time of its occurrence, rather than the 
acquisition of new coping methods to enhance one's coping capacity. The resolution 
of the crisis may end in improved adaptation, the return to the previous equilibrium, 
or poor adjustment. 
The models reviewed above attempt to explain bereavement. The researcher believes 
that bias can be avoided if the study of the bereavement phenomenon stands on a 
broader base of knowledge. Yet, this study will draw particularly from the 
conceptual framework of the stress and crisis model which emphasizes the stress and 
crisis resolution through active and positive utilization of social resources and new 
coping methods. Clinically, this model has been widely adopted by health care 
professionals (Maddison & Walker，1967; Raphael, 1973，1977，1984). Raphael 
notes that the stress and crisis theory has proven to be a useful model for the study of 
bereavement, and that there is much evidence to support the idea of the vital roles of 
social support in its outcome. In view of these advantages, this study will adopt this 
model as its theoretical framework. However, since the subjects to be studied are not 
23 
• in the initial stage of bereavement, most of them may have passed through the crisis 
state. Thus, only the concept of stress will be drawn from this model and elaborated 
in the following paragraphs. 
2.2 Stress 
At the beginning of the First Chapter, conjugal bereavement was recognized as the 
most stressful life change event. However, what is stress? What is its meaning to the 
bereaved? This will be clearly defined and conceptualized in this study. 
2.2.1 Definition of stress • , 
It is difficult to defme ‘stress，. Elliott & Eisdorfer (1982)，members of an Institute of 
Medicine Panel, stated: “ .... After thirty five years, no one has formulated a 
definition of stress that satisfies even a majority of stress researchers，，. Nevertheless, 
most experts agree that there are basically three component of stress: 
a) The environment or stressor (that incident or components of life that triggers a 
stress response); 
b) One's personal appraisal or perception of the stressor; and 
c) Based on this appraisal, the emotion and physical arousal or response....how the 
body reacts. 
2.2.2 Theories of stress 
Many theorists have defined and elaborated the meaning of stress according to their 
points of view. Some definitions are described below. 
24 
1. Stimulus - based definition 
In the past thirty years, the most common definition of stress adopted by 
psychologists has been influenced by the behavicyuml school. Stress is defmed as a 
stimulus, an environmental event impinging on the person or conditions rising 
within the person. What kind of environmental events are typically cited as stress 
stimuli? Lazarus & Cohen (1977) identify three types: 
a) Major changes, often cataclysmic and affecting large numbers of person, i.e. 
natural disaster, war. 
b) Major changes affecting one or a few persons, i.e. bereavement, giving birth to a 
baby. 
* / 
c) Daily hassles ,i.e. transportationjam, busy housework.. 
This definition only defines the source of stress in terms of content or of formal 
characteristics but does not address the individual differences in vulnerability to 
such stressors. In other words, it neglects the factor of patterns of stress response. 
Once the patterns of response are taken into account, the properties of persons that 
give stimulus situations potency and meaning must be considered. Then a stimulus-
based definition of stress becomes too narrow to account for the phenomenon. 
• 
2. Response-based definition 
In recent decades, the term ‘stress’ was usually described as ‘response’ by the 
medical and biological field. Hans Selye has been recognized as the authoritative 
figure in studying stress at that time. In his writing (1956), he defined stress as the 
non-specific (physiological) response of the body to any demand made upon it. He 
viewed the response syndrome as representing a universal pattern of defense 
reactions serving to protect the person (or animal) and preserve its integrity. He 
believed that a person under noxious stimuli will manifest what he called the 
'general adaptation syndrome’ through three identifiable stages: 
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a) The stage of alarm reaction - the body shows the changes characteristic of initial 
exposure to the stressor, and at the same time its level of resistance is reduced. 
b) The stage of resistance - The bodily changes characteristic of the alarm reaction 
disappear and are replaced by the changes marking the person's (animal's) 
adaptation to the situation. Resistance rises above normal. 
c) The stage of exhaustion - Following long-term exposure to the same stressor, and 
one to which the body has adapted, the necessary energy for adaptation may be 
exhausted, and the final collapse occurs. 
In short, Selye regarded stress as a state in which the biological system manifests a 
specific syndrome without non-specific causes. Further to the above concepts, Selye 
also inferred that the defense reactions if severe and prolonged will result in a 
disease state, the so-called 'diseases of adaptation�. We can confirm this idea from 
what he wrote in his reprinted book ‘The stress of life’ (1976): "Stress is the rate of 
. all the wear and tear caused by life". 
4 
Selye's idea of ‘non-specificity’ has enormous influence and held sway for many 
years. However, there is a growing body of opinion that the position has been 
overstated, i.e. some noxious physical conditions do not produce the general 
adaptation syndrome (Mason 1971). There is also positive evidence of specificity. 
This evidence will not be discussed in detail here. In concentrating his attention on 
the body's physiological processes, the researcher agrees with Cox & Mackay (1978) 
that Selye ignored the role of psychological processes in stress arousal. Also, this 
response-based model is biased as the stimulus-based model because it views person 
as essentially passive in the operation of stress. It is too early to make judgments 
without reference to the source of stimulus and its target. A particular stressor is 
stressful for some people but it will not be stressful for others. Since this definition 
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• cannot fully explain the complexity of the stress phenomenon, the following 
paragraph is going to introduce a more interactive model that evolved later. 
3. Transactional model 
The transactional model expresses the view that stress arises through the existence of 
a particular relationship between the person and his environment. It tries to define 
the relationship so that the complex response and adjustment outcome can be 
understood in a substantial way. Cox & Mackay (1978) described stress as part of a 
complex and dynamic system of transaction between the person and his 
environment. Lazarus & Folkman (1984) defined the sphere of meaning in which 
stress belongs : 'Psychological stress is a particular relationship between the person 
and the environment that is appraised by the person as taxing or exceeding his or her 
resources and endangering his or her well-being. 
Both of them point out the interrelationship between stress and the person-
. environment interaction. Furthermore, they believed that the physiological response 
is not directly determined by the existence of environmental stress, rather it goes 
through the process of cognitive appraisal to decide the threatening level and 
response with emotion or even behavioural and defensive coping process. During the 
process, feedback operates till the system becomes balanced. Two processes are 
critical (cognitive appraisal and coping process) as they mediate the person-
environment relationship. Cognitive appraisal is an evaluative process that 
determines why and to what extent a particular transaction or series of transactions 
between the person and the environment is stressful; coping is the process through 
which the individual manages the demands of the person-environment relationship 
that are appraised as stressful and the emotions they generate. In short, this model 
emphasizes the fitness of the relationship between person and environment. That if 
the needs of a person cannot be fulfilled by the supplies from the environment, or if 
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‘ the person's capacity cannot meet the environmental demand, misfit or imbalance 
occurs, which give rise to the stress response. 
This model contains a broader meaning of stress and it is capable of explaining stress 
in a more dynamic way, with its clear differentiation between the sources of stress 
and its manifestations, its accounting for individual differences and characteristics of 
environmental demand, and the interaction among more of the facets of responses 
(physiological, psychological, cognitive, and behavioral) on stress. Thus, it would be 
reasonable to say this is a more appropriate model for adoption in this study. 
However, the concepts ‘fitness of the relationship between a person and 
environment', and the 'cognitive appraisal' are deemed to be focused, while the 
concept of coping will not be further discussed as it is out of the scope of this study. 
4, The needs model 
Caplan (1964) is the earliest representative of this model. He held the view that a 
“ person must have supplies (not merely the materials) and that the provision of 
supplies is equivalent to the satisfaction of interpersonal needs. Caplan pointed out 
that the lack of or poor quality of such psycho-social supplies will contribute to 
mental disorder. Weiss (1974) further elaborated the term as 'provisions of social 
relationship'. He claimed that an individual's needs or requirements for well-being 
are met through social relationships , and that relationships are specialized for what 
they provide, i.e. the need for nurture through child-parenting relationships; the need 
for attachment through marital relationships; the need for social integration through 
friendship; and the need for guidance through experts and professionals. He 
hypothesized that the absence of a need-satisfying relationship leads to distress. 
When a person loses his beloved one, he will fall into an emotional or social 
loneliness, feeling particularly stressful. David, E. Jacobson (1986) had a more direct 
statement in explaining this model: 'Individuals have needs that are met through 
interaction with other persons in a variety of social relationships and that if unmet 
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• are experienced as source of distress'. Though the model only points out that the 
source of stress come from dissatisfaction of social relationships, it paves the way for 
sociai support theories. In this study, the researcher will adopt the concept 
'satisfaction of interpersonal needs' from this model because the concept is suitable 
to describe the situation of bereavement, that the bereaved have lost part of their 
social relations and they are in need of substitution of other form of social 'relations. 
In order to understand more about the nature of stress, the source of stress and 
perceived stress are further discussed in the next paragraph. 
2.2.3 Source of stress (stressor) • , 
Stressor refers to the objective situation or events that arise one's anxiety or sense of 
the threatening. Elliott& Eisdorfer (1982) proposed four broad types of stressors as 
follows: 
a) Acute, time-Umited stressors, such as awaiting surgery...; 
b) Stressor sequences, or series of events that occur over an extended period of 
time as the result of an initiating event such as job loss, divorce, or 
bereavement. 
c) Chronic intermittent stressors such as sexual difficulties, which may occur once 
a day, once a week. 
d) Chronic stressors such as permanent disabilities, parental discord, or chronic job 
stress, which may or may not be initiated by a discrete event and which persist 
continuously for a long time. 
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• In this study, the researcher considers the source of stress as the separation from a 
loved one (bereavement itself). Yet, loss of a loved one is the primary loss. There are 
other secondary losses which generate from it. Bereavement is regarded as a stressor 
with biological, psychological, and social consequences for families. This is 
elaborated as follows : ‘ 
1) Bereavement as a physical stressor 
Research has shown that bereavement can result in adverse consequences to people's 
lives, especially if they have pre-dispositions to certain types of illness (Elliott & 
Eisdorfer, 1982; Parkes, 1986; Osterweis et al., 1984). Many studies have shown that 
bereavement can lead to physical illness, aggravate existing medical conditions, 
generate fiew physical symptoms and complaints, and increase utilization of medical 
services. There is no doubt today that bereavement is a major factor in increasing the 
risk for mortality and morbidity (Parkes, 1986). 
2) Bereavement as a psychological stressor 
Psychiatric complications do tend to occur in the first year of bereavement ( Parkes 
& Brown, 1972; Lazams, 1984; Jacobs & Kim，1990)，consisting mostly of increased 
alcohol and drug consumption, depressive disorders, and suicides. In facing the 
situation of stress, the appraisal and coping process of a person will positively or 
negatively affect his emotion. When the affective state is enduring, the person will 
be in low morale( Lazarus, 1984)，which the researcher views as depression. 
3) Bereavement as a social stressor 
The common stressors in a social perspective are presented as follows: 
a) Loneliness (Glick, Weiss, & Parkes, 1974) 
30 
• b) Financial difficulties (Lopata, 1979 ) 
c) Declining support relationship with the spouse's family (Lopata, 1979) 
d) Disraption of friendship with other couples (Lapata,1979) 
e) Change of social status that leads to role and identity conflict (Berardo, 1970; 
Lopata, 1973) , 
f) Deterioration of social functioning (Parkes, 1975) 
g) Loss of sexual partner (Glick et al., 1975) 
There seems to be no doubt that bereavement remains a powerful event in the lives 
of most adults and families. Some stressors are easily identified, such as financial 
difficulties, but some stressors such as distress about social identity and daily hassles 
are easily ignored. In this study, stressors will be clearly identified and 
operationalized so that the stress of bereavement can be measured as much as 
possible. 
2.2.4 Impact of stress of bereavement on the bereaved's quality of life 
Conjugal bereavement has been universally recognized as the most stressful life 
change event. Many researchers have recognized that the enduring of the stress will 
contribute to susceptibility of illness (Elliott & Eisdorfer，1982; Parkes, 1986; 
Osterweis et al., 1984)，mental disorder (Parkes, Caplan, 1974; Lazarus, 1984; 
Jacobs & Kim，1990)，impairment of social functioning (Glick, Weiss & Parkes， 
1974)，which may lead to poor adjustment of the bereaved. Additionally, the 
presence of concurrent post-morbid stressors such as loss of income, presence of 
dependent children, additional losses, and job change is predictive of negative 
bereavement outcomes (Cowen & Murphy, 1985; Morgan, 1976; Vachon et aL, 
1982; Williams & Polak，1979). 
31 
2.2.5 Perceived stress 
Based on the discussion of the stress theories and the list of stressors mentioned 
above, the researcher considers the concepts 'fitness of a person and environment’ 
and the 'cognitive appraisal' from the ‘transactional model’ (Cox and Lazarus), and 
the concept ‘satisfaction of interpersonal needs' from the ‘needs model�(Caplan, 
Weiss, Jacobson) as appropriate in describing the situation of bereavement. This is 
because they not only spell out the emotional and social needs of the bereaved who 
are not satisfied due to the ‘supplies' being cut off, but also point out that the 
bereaved face changes' in their social role, status and identity and life difficulties 
(demands). They feel under stress because they' have inadequate coping capacity or 
lack personal resources. 
It is increasingly being recognized by many researchers, such as Lazarus & Folkman 
(1984), Cox, Woolfolk (1978) that the perceived stress can reflect the reality better 
than the stressor existing. In light of this, how threatening the stressor generated 
from bereavement is depends on the bereaved's subjective appraisal. Thus, the 
perceived stress is focused on this study, and it will be treated as a mediator which 
represents properties of the bereaved that transform external physical events 
(bereavement) in some way. The assumption that the impact of the stressor generated 
from bereavement on the quality of life of the bereaved may be mediated by the 
magnitude of stress perceived by them will be tested in this study. Also, the direct 
effect of perceived stress on the quality of life will be tested. 
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2.3 Social support 
2.3.1 Defining social support 
The concept of social support has two components: social and support The social 
component reflects the individual's linkage to the social environment, which can be 
represented at three distinct levels : (1) the community, (2) the social network, and 
(3) intimate and confiding relationships. The support components reflect the 
essential instrumental and expressive activities. The whole definition should also 
reflect the difference between perceptions of as well as actual access to and use of 
such activities (Lin, 1986). • , 
Researchers have different views on the concept of social support. For example, 
Caplan (1974) viewed social support as attachment among individuals or between 
individual and a group that serves to (1) promote emotional mastery, (2) offer 
guidance, and (3) provide feedback about one's identity and performance. Kahn and 
Antonucci (1980).treated social support as interpersonal transactions that may 
include one or more of the following key elements: affect, affirmation and aid. 
Gottlieb (1981) considered that social support entails three constructs: social 
integration, interactions in social networks, and access to resources in intimate peer 
relationships. Wallston, Alagna, & De Vellis (1983) described social support as the 
comfort, assistance and/or information one receives through formal or informal 
contacts with individual or groups. 
Another group of researchers have emphasized the importance of network properties 
as indicators of social support (McKinlay, 1973; Hammer, 1981; Andrews, 1978; 
Mueller, 1980; and Wellman, 1981) since they argue that networks are more 
objective and identifiable elements in a person's social environment. 
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• Though definitions of social support vary, social support can still be defined in a 
synthetic way as the perceived or actual instrumental and/or expressive provision 
supplied by the community, social networks, and confiding partners. 
2.3.2 Components of social support 
For further analysis, social support is conceptualized as a multi-dimensional process, 
in which the ‘goodness of f i t�between donor activities and the needs of recipients is 
governed by the types, amount, timing source, structure, and function of social 
support. The components are elaborated and applied to bereavement respectively as 
follows: 
“ t 
a) Type, amount and timing 
Types of social support refers to the advice, tangible aids, information provision, 
helping hand under the categories of so called instrumental or expressive support. It 
is difficult to measure if the amount of support is enough or not. Nevertheless, there « 
must be an adequate balance between the amount of support rendered and the 
perceived stress engendered by a particular situation (e.g. bereavement). Also, the 
type and amount of support most useful to distressed individuals may change over 
time (Heller & Swindle, 1983; Shinn et al., 1984). For instance, it has been found 
that in the early stage of bereavement, widows need empathy and support, bur later 
in the bereavement process they need assistance in reintegrating into normal social 
life and reorganizing their social roles (Walker, MacBride, & Vachon, 1977). Thus, 
timing is an important factor as to whether the bereaved receive the appropriate 
support that meets their needs. 
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b) Source 
Tlie source of support is another important component. Different sources of support 
may vary in effectiveness in different circumstances. For example, one study of 
cancer patients reported that emotional support and tangible assistance were equally 
helpful whether given by family, friends, or medical personnel, whereas information 
and advice were reported to be useful only when provided by physicians and health 
care personnel (Dunkel-Schetter, 1984). The perception of disapproval from primary 
others can become a source of ongoing strain or conflict that may generate shame or 
guilt, anxiety, frustration, and/or despair (Thoits, 1985). 
• / 
c) Structure 
The structure of a social network may facilitate or interfere with the provision of 
social support. The ‘size，of the network reflects the number of persons regarded as 
. supportive. Whether ‘size’ can influence the effectiveness of support also depends on 
the ‘densi ty�of the network. The network density refers to the extent to which • 
numbers of a social group know and contact one another (Walker, MacBride, & 
Vachon, 1977). In studies of the impact of bereavement, high density networks, 
especially those in close relationships, often promoted greater symptomatology, 
power mood, and lower self-esteem. It also increases the 'network stress，in which 
several group members may concurrently experience distress in stressful life events 
involving loss and thus the members may not have the emotional energy to deal with 
the needs of one another (Eckenrode & Gore, 1981). In contrast，in low-density 
networks, where group members were not necessarily known to each other and did 
not have reciprocal relationships, women were able to develop new social roles 
consonant with their change status. 
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d) Function 
Social 3upport serves a variety cf ftinctions according to the particular types of social 
support offered during life change events. For example, close and relatively intimate 
relationships were hypothesized as most effective in meeting the need of 
‘belonging�of the bereaved (Cohen & Mckay, 1984). Rook (1987) has found that 
help, support and companionship from others may contribute to a sense of well-
being to those exposed to major life events and protects them from the emptiness or 
despair associated with loneliness. As the target subject of this research is the 
bereaved who are usually left alone after completion of funeral rituals, the researcher 
will also look at the 'affiliation function' which includes companionship and sense of 
* / 
belonging (Cohen, 1985). 
Among the functional aspects of support, researchers (House, 1981; House & 
Kahn,1985; Kahn & Antonucci，1980; Thoits, 1985) agree that there are at least three 
‘ main types: emotional (intimacy, attachment, caring, and concern), instrumental 
(provision of aid or assistance), and informational (providing advice, guidance, or « 
information relevant to the situation). 
The above literature informs us that social support is a process with multiple 
components. However, because of manpower and time constraints，not all 
components mentioned above will be studied in this research. The components like 
structure and function were commonly selected by researchers as the target for study 
of social support. Some researchers emphasized the structural perspective (House, 
Robbins, & Metzner, 1982; Berkman & Breslow，1983; Hall & Wellman，1985)， 
while some researchers focused on the functional perspective ( Cohen & Mckay, 
1984; Cohen & Wills, 1985; Rook,1987). The structural perspective focuses on the 
objective measure of social support such as the size, density of the social network, 
interpersonal transactions, and/or formal organizational membership. The functional 
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• perspective focuses on the recipients�perception of the overall quality of social 
relationships, including the social affiliation, emotional support, provision of 
infoimalion, and material aids or services，in which the timing and piocess of 
support would also be examined. As it is difficult and time-consuming to observe 
and collect the data necessary to study the timing, amount and structure of social 
support, the researcher will not give much emphasis to these components in this 
study. 
Moreover, some studies (Billings & Moos, 1981; McFarlane, Norman, Streiners & 
Roy, 1983; Procidano & Heller，1983; Cohen & Will，1985) have shown that social 
support fails to buffer stress when it is conce^jtualized as the structural properties 
such as size, density, accessibility, and frequency of contact; it buffers the negative 
impact of stress on adjustment when it is conceptualized in the light of the functional 
perspective. Some studies (Israel, 1982; Wortman & Dunkel-Schetter，1987) also 
made the criticism that there is little consistent evidence that social ties or network 
characteristics are related to health outcomes. 
4 
Many researchers have conducted research to study the effectiveness of different 
forms of social supports which serve different functions on adverse life events 
(Cohen & Hoberman，1983; Cohen & McKay，1984; Cohen & Wills，1985; Hirsch, 
1980; House, 1981; Schaefer, Coyne, & Lazams，1981; Cutrona, 1990). Since the 
bereaved will encounter problems mentioned in advance, it is the researcher's 
interest to study the functions of social support that promote life satisfaction and 
reduce the distress of the bereaved. Also, some researchers have recommended that it 
is more beneficial to study functional support than structural support (House & Kahn 
，1985; Wortman & Dunkel-Schetter, 1987). Therefore, the researcher will choose 
the functional social support as a focus in this study. Integrating the views of the 
above theorists or researchers, the researcher would like to adopt the definition of 
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• functions of social support in terms of four types: affiliational support, emotional 
support, informational support, and tangible or instrumental support. 
Another important component ‘source’ will also be focused on in this study. House 
(1981) has developed a clear description of sources of social support listed with nine 
possible providers of support, including a spouse or partner, other relatives, friends, 
neighbours, a work supervisor, co-workers, service caregivers, e.g., child care or 
domestic workers, self-help groups or peer support groups, and health professionals. 
One of the sources, 'spouse', should be omitted as the subjects are bereaved widows 
or widowers in this study. To simplify the categories of the sources of social support, 
the researcher will place them into three groups : family (family of origin or family-
in-law), friends (neighbours, colleagues, friends), and helping professionals (social 
workers, clinical psychologists, nurses, or doctors). 
2.3.3 Perceived versus received support, positive versus negative effect of social 
support 
« 
The distinction between perceived and received social support has received attention 
in social support literature (Dunkel-Schetter & Bennett，1990; Lakey & Cassady， 
1990). Perceived social support is the individual's appraisal of network transactions 
that determines whether help has been provided in the face of threat (Heller & 
Swindle, 1986). It can be assessed by asking people to what extent they believe 
support is available to them in times of need and whether they are satisfied with the 
relationships they have, while the received social support can be assessed by direct 
observation or by asking people to indicate whether specific supportive acts have 
occurred, i.e. a friend loaning money. The question whether it is the perception of 
available support or the actual receipt of supportive behavior that has an impact on 
health or well-being has attracted many researchers. 
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• In considering whether it is more appropriate to focus on perceived or received 
social support is more appropriate to be focused in this study, it is worthwhile to 
. make refereiice to the below studies: Streeter & FrarJdin (1992) concluded that 
received social support can hardly be accurately measured (supportive behaviors or 
actions performed by others that someone counted), unless they are actually 
observed. This is feasible in very small scale studies only. Contrarily, in studies that 
examine both perceived & received support, the perception of support seems to be a 
better predictor of health outcomes than the actual receipt of support (Cohen & 
Hoberman, 1983; Cohen & Wills，1985; Wethington & Kessler，1986; Helgeson, 
1993)�The perceived helpfulness or satisfaction was also found to be related to 
better bereavement outcomes (Bass & Bowman，1991b). In view of these 
advantages, the researcher will adopt the perceived social support in this study. 
Social support is increasingly being construed as a property and cognitive appraisal 
of the individual (Barrera, 1981; Shumaker & Brownell，1984; Heller & Swindle， 
1986). Thus, it is possible that one may perceive the social support he/she received 
as positive or negative to him/her. Also, people surrounding the bereaved may not be 
used to expressing concern or giving appropriate help to him/her. Therefore, apart 
from seeing the positive side of social support mentioned before, the researcher will 
also review literature on the negative side of social relationships of the bereaved. 
Some findings of studies reflect the negative effects of social support systems. 
Maddison J. Walker (1967)for example, found that more 'unmet needs' in 
interpersonal relationships among widows were associated with poor outcomes. 
Gottlieb(1983), Leman, Ellard, & Wortman (1986) found that social support systems 
may also serve as source of stress. Shinn et al. (1984) have emphasized that negative 
interactions deriving from supportive efforts are actually additional stressors and 
even potentiate the effects of other stressors. Some studies have suggested that life 
events like bereavement precipitate a deterioration in social support at the very time 
when it could be most helpftil. The work of Wellman (1981)，Littlewood (1983)， 
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• Lehman et al. (1986)，and Caserta, Van Pelt, & Lund (1989) indicated that not all 
attempts at supportive interventions will necessarily be perceived by their recipients 
as helpfui. Lelirnan et al. (1986) and Morgan (1989) found that tlie negative effects 
are frequently associated with support from family members that involves offering 
unwanted advice or encouraging rapid recovery. The above researchers have implied 
that social support can be inappropriate or even detrimental to the bereaved; that it is 
important to concern the subjective perception of social support so that the reality 
will not be missed. Based on the above, the perceived social support will be selected 
as the focus, and the negative side of social support will also be explored in this 
study� 
• t 
2.3.4 Role of social support in bereavement and quality of life 
While the death of a spouse was considered by Holmes & Rahe (1967) to be one of 
the most difficult stressful events in the experience of adults, and there is general 
agreement that the loss of a significant loved one is generally associated with 
physical and emotional distress that can compromise a survivor's functional status 
(Bowling, 1987; Gallagher; Breckenridge, Thompson, & Peterson, 1983; Helsing & 
Szklo, 1981; Parkes, 1970), there is overwhelming evidence that social support is 
associated with reduced risk of psycho-pathology (Cohen & Wills, 1985; Kessler & 
Mcleod, 1985; House, Landis & Umberson，1988). 
V 
Moreover, social support has been recognized by many researchers and theorists in 
the field of bereavement as an important factor in the process of adaptation to loss 
and recovery of function, identity, and status (Osterweis, Solomon, & Green, 1984; 
Dimond，Lund, & Caserta，1987; Bankoff, 1983). The process of adaptation to such 
a loss requires formation of new identities (Averill, 1968; Lopata, 1973; Saunders, 
1981)，the development of new social attachments and reorganization of old 
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• relationships (Raphael, 1983; Gallagher, Breckenridge, Thompson, & Peterson， 
1983; Glick, Parkes, & Weiss，1975). 
Drawing from the above research, bereavement adjustments are multi-dimensional, 
with nearly every aspect of a person's life affected. Thus, it may be a matter of 
change (declined or rising) in quality of life, and social support is viewed to exert 
certain influences on this. This is well stated by the following studies. The study of 
Krause (1986) showed significant buffering on the effects of bereavement by 
tangible, informational and emotional support. The most consistent fmding is that 
the qualitative aspect of support, such as perceived helpfulness or satisfaction related 
to better bereavement outcomes (Bass & Bowman, 1991b). In contrast, the perceived 
lack of social support has been recognized as one of the most significant predictors 
of poor outcomes among the bereaved (Clayton, 1974，1979; Vachon et aL,1982). 
Also, some findings of the studies mentioned above reflect the negative effects of 
social support which were associated. with poor adjustment outcomes of 
‘ bereavement. 
« 
Quality of life, which includes both objective and subjective components, has gained 
significant recognition as an important mental health service outcome, (e.g., Baker & 
Intagliata, 1982; Bigelow, Brodsky, Stewart, & Olson, 1982; Bigelow, McFarland， 
& Olson，1991; Lehman, Ward，& Winn，1982). A number of studies have related 
perceived quality of life or psychological well-being to the nature of available social 
support systems (Andrews, Tennant, Hewson, & Vaillant，1978; Greenblatt, Becerra, 
& Sarafetinides, 1982; Henderson，1980; Henderson, Byrne, Duncan-Jones, 
Adcock, Scott, & Steele，1978; Miller & Ingham , 1976). A recent study even found 
that both availability and adequacy of social support were significantly related to 
satisfaction with various life domains (Baker, Jodrey & Imagliata，1992). 
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Though these studies were mainly targeted at the mentally ill in the community，the 
bereaved people also experience psychological distress, or even reactive psychosis. 
The likelihood of depresslv^e symptoms auer the loss of a spouse has been well 
documented (Clayton, 1979). A recent study on the contrast of the extent and nature 
of depressive episodes and dysphoria between ‘ newly bereaved and married 
respondents age 45 and older, concluded that bereavement greatly increased the risk 
of both conditions (Bruce, Kim, Leaf, & Jacobs, 1990). Thus, it is reasonable to take 
the above studies as reference in studying how social support affects positively or 
negatively the bereaved's quality of life. 
Based on the above reference，, social support may have direct effects on thequality of 
life and moderating effects on the relation between the stress of bereavement and the 
quality of life of the bereaved. The direct effect means that a variable can be a main 
explanation of phenomenon on another variable (Sedlack & Stanky，1992). The 
direct effects model depicts a negative relationship between social support and 
distress which is independent of any life stressor. The assumption underlying the 
model is that people have a basic need for attachment to others and social support 
simply contributes on an ongoing basis to psychological well-being and the 
reduction of distress by meeting this basic need for contact (Littlewood, 1992). This 
model may display better fit to the life event of bereavement, but it is not necessarily 
to say that attempts to provide social support for a bereaved person will have no 
effect on bereavement outcome. Thus, the researcher will also test the moderating 
effect of social support. A moderator is a qualitative or quantitative variable that 
affects the direction and/or strength of the relation between an independent variable 
and a dependent variable (Baron & Kenny,1986). Wheaton (1985) describes the 
"moderator" as "social support moderates the effect of stress to have less impact on 
one's psychological health". In this study, the relationship among stress of 
bereavement, social support and quality of life will be tested. 
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2.4 Quality of Ufe 
2.4.1 Definition of quality of life 
I 
Quality of life is a popular modern subject. Today we can read about it in 
newspapers, and hear about it on TV-commercial programmes quite frequently. 
However, the question about the nature of the quality of life is as old as human 
thinking itself. One of the great philosophers, Aristotle from the 4^ Century B.C., 
advocated an activity-oriented theory of the good life. He asserted that a human 
being has 'eudaimonia' (happiness) when he or she exercises his or her specific 
function in the best conceivable way according to rational principles and norms of 
virtue (Nordenfelt, 1993). Aristotle's view reminds us that in order to experience 
happiness, it is not enough to be strong and healthy. Nor is it enough to live in a 
peaceful society, to have a good job and a good economic situation. We must also do 
something about it. 
'Quality of life，has meant different things at different periods during this century. It 
entered the vocabulary of the United States towards the end of the Second World 
War and implied the ‘good life', or material affluence evidenced by possession of 
cars, houses and other consumer goods such as household appliances. Spare time and 
spare money for leisure activities and holidays also became part of the equation. The 
report of the Commission on National Goals, set up by President Eisenhower in 
1960, widened the range of items constituting quality of life to include education, 
health and welfare, economic and industrial growth and the defense of the ‘free’ 
world. At that time, quality of life was based on a broad consideration of economic 
and social factors. Ebbs et al. (1989) claimed that the major political and social 
upheavals of the late '60s, which can be seen particularly in its pop music, fashions 
and writings, revealed a switch of emphasis from a materialistic view of quality of 
43 
• life towards 'personal freedom, leisure, emotion, enjoyment, simplicity and personal 
car ing�. 
The 1970s onwards saw a heightening of interest in the quality of life during illness 
and its treatment. Concurrent with technological advances, patients started to 
demand their doctors take a more holistic view of medical problems. This approach 
is reflected in the constitution of the World Health Organization, which states that 
health is 'physical, mental and social well-being and not merely the absence of 
disease or infirmity'. This definition suggests that illness comprises not only the 
biological integrity of man, but also psychological, social and economical well -
being. The Panel on the Quality of American Life, one of nine panels of the 
President's Commission for a National Agenda for the '80s, defined quality of life as 
a sense of well being, a dynamic blend of satisfactions, which presumes: 
First tier: Freedom from hunger, poverty, sickness, illiteracy, and undue fear about 
the impact of the hazards of life... 
« 
Second tier: Opportunity for personal growth, ftilfillment, and self-esteem, which 
includes: 
-Opportunity to establish and maintain social bonds with family, 
friends, community, and co-workers. 
-Opportunity to participate in and derive meaning from religious, civic, 
family, and work activities. 
-Access to sources of esthetic and intellectual pleasure, including 
museums, concerts, the use of public parks and libraries, participation 
in educational and other activities. 
-Access to activities pursued for recreational purposes, such as hiking, 
athletics, reading, and TV viewing (panel on the Quality of American 
Life, 1980，pp. 14-15) 
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To sum up, most people would agree that quality of life is not a unitary concept, but 
iather a complex amalgam of satisfactory fjnctioning in various life domains. The 
following paragraph will introduce the different researchers' summarization of 
indicators of quality of life. 
2.4.2 Dimensions of quality of life: 
Flanagan (1978) organized personal interview responses of about 3,000 people from 
all regions of the United States into six quality of life components. He reported that 
six areas correlated most highly with overall, quality of life: material comforts, 
health, work, active recreation, learning, and creative expression. 
Campbell (1976) reported the results of several nationwide studies of psychological 
well being in terms of twelve domains of life. These domains and their respective 
‘ levels of correlation with overall life satisfaction were marriage (.42)，family life 
(.45)，friendship (.39), standard of living (.48)，work (.37)，neighborhood (.29)，city 
or town or residence (.29)，the nation (.30)，housing (.30), education (.26), health 
(.29)，and the self(.55). 
Lehman (1986) studied nine life domains among chronically mentally ill persons: 
living situation, relations with family, social relations, leisure activities, work, 
finances, safety, health, and religion. He included interview questions regarding 
personal satisfaction in each of the domains. 
Baker, Jodrey, Intagliata (1992) conducted interviews with 729 severely mentally ill 
adults enrolled in seven state-supported community support services programmess. 
Part of the questionnaires investigated their degree of satisfaction with the following 
life areas: 
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1. Their house/apartment / place of residence. 
2. Their neighbourhood as a place to live . 
3. The food they ate. 
4. The clothing they wore. 
5. Their health. 
6. The people they lived with. 
7. Their friends. 
8. Their relationship with their family. 
9. How they got on with other people. 
10. Their job/work/day programming . 
. 
11. The way they spent their spare time. 
12. What they did in the community for fun. 
13. The services and facilities in their area. 
14. The economic situation. 
15. The place they lived in compared with the state hospital. 
Lesley Fallowfield (1990) has contributed a lot in studying the quality of life of patients 
with life-threatening illnesses, i.e. cancer, AIDS, cardiovascular disease. He considered any 
measures taken during treating purporting to improve the quality of life must address the 
impact that the disease and its treatment is having on a variety of dimensions, not simply 
physical functioning. He listed four core domains of quality of life as follows: 
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Core Domains Typical Items 
Psychological - depression 
- anxiety 
- adjustment to illness 
Social -personal and sexual relationships 
- engagement in social and leisure activities 
Occupational - ability and desire to carry out paid 
employment 
- ability to cope with household duties 
Physical - paIn 
- mobility 
- sleep 
- appetite and nausea 
- sexual functioRing t 
Although the works of the above researchers differ in important ways, there are considerable 
common areas in their classifications of quality of life and findings. A prevailing view in 
. conceptualizing and measuring quality of life is increased concern for the social and 
psychological dynamics of perceived well-being, including factors related to social support, 
. 
social integration, interpersonal trust, internal control, autonomy/independence, self-
confidence, aspirations/expectations, and values having to do with family, job, and life in 
general (Andrews, 1986). 
Though the measuring of quality of life usually includes objective indicators such as health 
and employment data, and the availability of education. The above measures, designated 
psychological indicators, tend to assess quality of life in subjective, affective perceptions 
such as happiness and satisfaction of persons and the extent to which they experience mental 
well-being. The researcher feels that measuring the quality of life is only meaningful in 
terms of people's subjective experience and will focus on the perceived quality of life in this 
research. Thus, the adoption of the conception of quality of life must be broad enough yet 
specific to encompass the range of people's subjective experience. However, most of the 
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above measures are targeted at mentally handicapped or normal people and are investigated 
in the context of western culture. 
Since quality of life is culture-specific, it should be measured by tools developed in the local 
context. The researcher in this research will employ the, 'quality of life scale for patients 
with life-threatening illnesses in a Chinese context' developed by Ho Mun Wan· (1991) 
because it encompasses components of Chinese quality of life and has taken into proper 
account the social and cultural milieu of Hong Kong society. This scale is not tailor made 
for measuring the quality of life of the bereaved, but the bereaved have similar experiences 
in life change events as the patients face threatening illnesses, and the quality of their lives is 
seriously affected by the loss .. 
2.4.3 Structural conceptualization of quality of life 
This is presented in Appendix 4. It takes the patient's quality of life to be his or her 
level of well being and is structurally related to a number of components 
representing essential dimensions of needs and experience of the patient. Since it is 
. 
acknow ledged that the prioritizing of the components of life in terms of qual ity are 
highly individualized according to one's past experience, present conditions and 
future expectations, it is better to reflect a person's quality of life by an overall 
evaluation of the general condition of life and at the same time by one or several 
components of life. It is assumed that the quality of life may be understood at two 
levels: 
1. Quality of life may be understood as a summary view of one's state of well-being. 
2. Quality of life at the component level is manifested in several dimensions of 
human existence; each contribute variably to the overall level of quality. 
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In this chapter, the literature on bereavement, stress, social support and quality of life 
has been reviewed. The concept of stress combined from Caplan's Model and Cox & 
Lazarus is adopted because it has been wid~ly adopted by health care professionals 
and it emphasizes the importance of utilizing social resources. The functional 
perspective of social support is adopted in view ,of its focus on the respondent's 
subjective perception of social relationships which recognizes the multi-facets of 
social support and can better reflect the support that the respondent received. The 
structural view of quality of life developed by Ho (1991) is adopted because it can 
encompass both the overall and dimensional levels of people's subjective experience 





In Figure 1，the research framework with the inter-relationships among the variables 
under study is illustrated. A casual model may be construed with 'quality, of life，as 
the dependent variable, 'perceived s t r e s s�as  mediating variable, ‘stressor�as the 
independent variable, and ‘social support' as the intervening variable that moderates 
the relation between stress of bereavement and the outcome of adjustment (quality of 
life) of the bereaved. 
• / ~ Stressor Perceived stress > Quality of life 
Social support 
Mediating effect > 
• Moderating effect > 
Fig. 1 Conceptual framework of this research « 
Individually, the researcher will define the variables in an operational way as follows: 
3.1 Conceptual definition of variables 
Based on the literature review in advance, the three core conceptual variables in this 
study are defmed respectively as follows: 
(1) The stress of bereavement 
This is operationalized in terms of stressors and perceived stress in this study, 
a) Stressor 
Bereavement is defined as the state of having suffered from loss of the loved 
one (Rando,1988). Bereavement itself as a�stressor，means the objective 
situation (loss of a beloved one) arouses one's anxiety or sense of threat. Loss 
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• of a loved one also generates secondary losses, which are treated as other 
stressors in this study including: 
(1) Physical illness is recognized commorJy as associated with bereavement, e.g. 
hyperthyroidism, asthma, immunologic problem, cancer, myocardial infarction, 
congestive failure, and essential hypertension (Elliott & Eisdorfer，1982; 
Parkes, 1986; Osterweis et aL, 1984). 
(2) Depression / low morale (Parkes & Brown，1972; Lazarus, 1984; Jacobs & 
Kim, 1990) 
(3) Financial difficulties (Lopata, 1979) 
(4) Declining support relationship with the spouse's family (Lopata, 1979) 
(5) Disruption of friendship with other couples (Lopata, 1979) 
• / 
(6) Change of social status that leads to role and identity conflict (Berardo, 1970; 
Lopata, 1973; Horowitz M, 1980) 
(7) Deterioration of social functioning (Parkes, 1975) 
(8) Loneliness (Glick, Weiss, & Parkes，1974) 
Upon interviewing five of the bereaved in Hong Kong and designing the pilot 
test, a list of stressors according to their experience, including the physical, 
emotional, and social aspects of bereavement was developed (with reference to 
the above literature) as follows: 
1. Poor health and vulnerability to diseases 
2. Depressed mood 
3. Loneliness 
4. Financial difficulty 
• 5. Lack of experience in managing finance 
6. Fear of relating to other couples 
7. Loss of sense of security 
8. The sense of an incomplete family 
9. Decision making without support 
10. Difficulty in relating to children 
11. Maintenance of family equipment 
12. Stress of dual parenting role 
13. Upsetting situation or thing 
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b) Perceived stress 
According to Cox (1978) and Lazarus (1984)，the perceived stress can better 
reflect the reality than the existing stressor. Perceived stress is thus adopted in this 
study. Drawing the concepts from the transactional model (Cox and Lazarus) and 
the needs model (Caplan), perceived stress refers to the subjective appraisal or 
perception of the bereaved about the unfit situation of the person and 
environment. Specifically, the bereaved feel stressful in their inadequate coping 
capacity and in facing change of their social role, status, identity and life 
difficulties (demands). They are dissatisfied in that their need of social 
relationships was unsatisfied due to the death of their loved one. In this study, 
their perceived stress was reflected from their response to the above listed 
• / 
stressors. 
(2) Quality oflife 
'Quality of l i f e� re fe r s to evaluation on one's overall level of well-being and 
satisfactory functioning manifested in six dimensions (Ho,1991): 
a) Health and illness 
• 
b) Human relation and support 
c) Living, act and interest 
d) Psychological well being 
e) Philosophical well being 
f) Fulfillment, completion of task 
(3) Social support 
Social support is a concept with multiple components. In this study, the concept 
of perceived social support (Sarason, 1987) is adopted. This refers to the 
transactions of social relation being subjectively appraised by the individual as 
supportive to him. Only two components of social support will be focused on this 
study because of the cost and time constraint. They are: 
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a) Source 
This refers to the possible providers of support to someone in need. The list 
developed by House (1981) is adapted by the researcher into three groups: 
family (immediate or family-in-law, spouse is omitted), friends (peers, 
colleagues, supervisor, churchmates or neighbours), and helping professionals 
(social worker, clinical psychologist, nurse or doctor), 
b) Function 
This refers to what the types of social support serve as. In this study, the 
functional aspects of social support (House, 1981; House & Kahn，1985; 
Kahn & Antonucci，1980; Thoits, 1985; Cohen & McKay, 1984; Cohen & 
Hoberman, 1983) are adopted and operationalized into four types: 
• • 
(1) Affiliational support 
This refers to belonging support, or feeling of solidarity with others, or 
simply doing things with other (companionship) for pleasurable purpose. 
(2) Emotional support 
This refers to the social relationship that satisfy one's need for intimacy, 
attachment, caring, and concern. 
(3) Informational support 
This refers to communication of facts or ideas relevant to one's adverse 
condition, e.g. providing advice, guidance, and information relevant to 
the situation. 
(4) Instrumental support 
This refers to action or tangible help provided by someone that enables 
one to fulfill his responsibilities, e.g. provision of assistance, referral of 
service. 
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3.2 Relationship between the variables in this study 
3.2.1 R&i iu^sh ip betweeii si:ressors, perceived stress of bereayemcEt and quality of 
life (Perceived stress as mediator between stressor and quality of life) 
I 
As has been stated in the literature review, the stress and crisis model in comparison 
with others has a broader explanation of bereavement phenomenon, including 
physical, psychological and social aspects, and that it holds positive attitudes and 
practical ways in reducing distress by utilizing social support and learning new 
coping method. For these reasons, the concepts of stress of bereavement and its 
emphasis on utilizing social^support to reduce stress are incorporated into the 
theoretical framework of this study. The stress arising from bereavement can be 
constantly experienced by the bereaved from the dying to the after-death of the loved 
one. 
In this study, bereavement itself is treated as a stressor, which subsequently 
generates the other stressors mentioned earlier. However, according to the definition 
of stress offered by Lazarus and his colleagues (1984), stress is defmed as a 
relationship between the person and the environment in which the individual 
perceives an impending threat and judges that his/her resources are overwhelmed by 
the situation. The personal experience of stress from any event was based on this 
subjective appraisal rather than on the particular characteristics of the event itself. In 
other words, how the bereaved perceives bereavement will mediate the effect of 
bereavement (stressor) on the quality of his/her life. Applying this principle to the 
situation of bereavement, if the bereaved determines that his/ her personal or social 
resources are sufficient to overcome the loss, then the situation will not be defmed as 
stressful. Conversely, if the bereaved sees no way of resolving the situation, even a 
seemingly minor loss may be highly stressful to him /her and threaten his/her quality 
of life. 
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In view of this, the researcher will adopt perceived stress as the focus in this study 
because this can better reflect the reality than the actual stressors. Thus, the 
mediating effect of perceived stress on the relationship between the stressor 
generated from bereavement and the quality of life of the bereaved will be tested, 
that is, whether the stressor is threatening depends upon the interpretation of the 
bereaved. The effect of the stressor of bereavement will have an increased or reduced 




It can be hypothesized that the perceived stress will be negatively related to the 
quality of life of the bereaved in this study, i.e. the higher the magnitude of stress 
perceived by the bereaved, the lower their Ie^eI ofquidity oflifs wUl be. 
3.2.2 Relationship between stress of bereavement and social support 
When people are under stress of bereavement, they are usually sympathized withand 
will receive social support from others. On one hand, we can see the stress may 
generate positive effects of social support. There is overwhelming evidence that 
social support is associated with reduced risk of psychopathology (Cohen & Wills， 
1985. Kessler & Mdeod，1985; Umberson, & Landis，1988). Moreover, it has been ‘ • / 
recognized by many researchers and theorists in the field of bereavement as an 
important factor in the process of adaptation to loss and recovery of function， 
identity and status (Osterweis, Solomon, & Green，1984; Dimond, Lund, & Caserta， 
1987; Bankoff, 1983). On the other hand, some literature (see chapter 2) reports the 
negative effects of social support systems. It can be concluded that the social support 
received by peogle under stress of bereavement may be positive or negative (unmet 
need given or less support perceived). It is the intention of this researcher to discover 
whether the positive social support perceived by the bereaved will lessen their stress 
is the researcher's interest to find out. It can be hypothesized that the positive social 
support will be negatively related to the perceived stress of the bereaved, i.e. the 
higher the level of positive social support perceived by the bereaved, the lower the level of 
their perceived stress. 
3.2.3 Relationship between social support and quality of life 
Perceived quality of life or psychological well being have been found to be related 
to the available social support system (Andrews et al., 1978; Greenblatt et al., 1982; 
Henderson, 1980; Miller & Ingham，1976). A recent study found that both the 
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• availability and adequacy of social support were significantly related to satisfaction 
with various life domains (Baker F., Jodery D. & Intagliata J., 1992). Though the 
target of these studies were mainiy mentally ill people, the bereaved also experience 
a certain level of psychological distress. It is worth finding out if social support will 
affect positively the bereaved，quality of life in this study. It can be hypothesized 
that the positive social support perceived by the bereaved will be positively related to 
the quality of their life, i.e. the higher the level of positive social support perceived by 
the bereaved, the better the quality oftheir lives will be. 
3.2.4 Social support as a moderator between stress of bereavement and quality of life 
^ t 
As previously discussed, the physical, emotional, and social aspects of bereavement 
are the potential stressors for the bereaved. These may be mediated by the appraisal 
of the respondents as perceived stress and result in adjustment outcome as 
manifested in their level of quality of life. However, the perceived social support of 
the bereaved will act as an intervening variable in moderating the impact of the stress 
of bereavement on the quality of life of the bereaved. 
4 
Drawing from the above discussion, it remains controversial whether people under 
stress of bereavement with positive or negative effects of social support generated 
from their perception will lead to different adjustment outcomes, in other words, the 
decline or raising of quality of life. Substantially, when the bereaved is in need of 
satisfaction of social relationship and assistance in facing the daily demands of 
bereavement, whether social support is perceived positively or negatively in the form 
of emotional, informational，instrumental, and affiliational support from relatives, 
friends or helping professionals, is assumed in this study to moderate the effect of 
stress of the bereaved on the quality of their life, i.e. the higher the level of positive 
social support perceived by the bereaved, the less will be the impact of stress of 
bereavement on the quality of their lives. 
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3.3 Research questions and hypotheses of this study 
Based on the conceptual framework and the inter-relationships among its variables, 
research questions and hypotheses are set and summarized as follows: 
1. What are the common stressors that are frequently faced by the bereaved? 
2. What is the magnitude of stress perceived by the bereaved? 
3. Which type of social support does the bereaved perceive as satisfactory from 
each source? 
4. Which type of social support does the bereaved desire most from each source? 
� / 
5. What is the level of social support perceived by the bereaved? 
6. What is the relationship between the socio-demographic characteristics and the 
quality of life of the bereaved? 
7. What is the overall level of the quality of life of the bereaved? 
• 8. Which type of advice/ support does the bereaved perceive as negative? 
9. What is the relationship between the stressors and the perceived stress of the 
bereaved? , 
Hypothesis : The more frequent the stressors occurred on the bereaved, the 
higher the stress magnitude of the bereaved will be perceived. 
10. What is the relationship between the perecieved stress and the social support 
perceived by the bereaved? 
Hypothesis : a) The higher the level of positive social support perceived by the 
bereaved, the lower the level of their perceived stress will be. 
b) The higher the level of negative social support perceived by the 
bereaved, the higher the level of their perceived stress will be. 
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11. Which source of social support is most positively related to the quality of life of 
the bereaved? 
12. What is the relationship between the perceived stress and the quality of life of the 
bereaved ？ 
Hypothesis: The higher the magnitude of stress perceived by the bereaved, the 
lower the quality of their lives will be. 
13. How is perceived stress related to the stressor and the quality of life of the 
bereaved? 
• ‘ 
Hypothesis : The effect of the stressor will be increased or reduced on the quality 
of life of the bereaved by the stress magnitude perceived by 
themselves. 
. 14. How is social support related to the quality of life of the bereaved? 
Hypothesis : The higher the level of positive social support perceived by the 
bereaved, the better the quality of their lives will be. 
Those respondents who perceived negative social support will also 
feel that the quality of their lives are poorer. 
15. How is social support related to the stress of bereavement and quality of life of the 
bereaved? 
Hypothesis : The higher the level of positive social support perceived by the 
bereaved, the less will be the impact of stress of the bereaved on the 
quality of their lives. 
Those respondents who perceived negative social support will also 





4.1 Research design and sampling method 
I 
As the first bereavement study in Hong Kong, this research aims to study the 
relationship between the stress of bereavement, social support, and the quality of life 
of the bereaved, and to examine if social support can moderate the impact of stress 
on the quality of life of the bereaved. It is more appropriate to employ a quantitative 
method，of which the experimental design and social survey are more popular (Rubin 
& Babbie, 1992). Since the variable of social support is not to be manipulated for 
ethical reasons, and also for the reasons of limited manpower, time and money, a 
cross-sectional survey employing a structured questionnaire will be adopted as a 
research design in this study. A pilot study has been carried out in order to check the 
• appropriateness of the length, content, and reliability of the questionnaires. 
The surviving spoiise of the deceased (age 65 or under) who have been dead for six 
months to two years, were identified and interviewed as respondents because some 
studies on bereavement indicated that the majority of bereaved recover over a two-
year period (Stroebe & Hansson, 1988). The research population is the spouse of the 
deceased from ten hospitals under the Hospital Authority, one private hospital and 
one private clinic. A name list of 907 persons was provided by the above hospitals or 
clinic. As it was anticipated that the invited subjects would not be very responsive, it 
was not feasible to carry out random sampling. Thus, all the targeted subjects 
provided were invited to participate in this research. A letter with a consent form 
attached and a return envelope was sent to them. 
In fact, the response rate for interview was quite low (7.8 %, N=71), and 6.2% could 
not be contacted because of incorrect addresses, “no such person" responses, and 
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rejection from the potential subjects. The total number of successful interviews is 70 
as one of the subjects felt too much grief to continue to complete the questionnaire 
because her husband liad died of heart disease suddenly. 
4.2 Data collection 
Recruitment and training of interviewers 
Three social workers and one Counselling teacher were recruited as interviewers of 
this survey. They all speak Cantonese and one can speak Putunghua. They were 
briefed thoroughly on the purpose of study and the questionnaire was explained and 
clarification was made. After the first round of home visits, the interviewers met up 
with the researcher to see if they had encountered any difficulties or problems, and 
further clarification on the questionnaires was made. 
Initial contact through telephone 
The researcher contacted the subjects who had mailed back their reply slips with 
their telephone number and proper address, and explained to them by phone about 
the purpose of the' survey, and informed them about the interviewer and the coming 
home visit. 
Field Operation 
Home visits lasted from early April 1996 till May 22，1996. The visits covered most 
districts in Hong Kong, Kowloon, and the New Territories. The other interviewers 
made home visits in the evening on weekdays or on Saturdays and Sundays, and they 
completed twenty copies of the questionnaires. Fifty-one copies of the questionnaires 
were completed by the researcher in home visits during weekdays and public 
holidays. 
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4.3 Data Analysis 
Reliability analysis was firstly conducted on the scales used in this study, txien T-test, 
ANOVA (Analysis of Variance) and Pearson's Correlation were employed to 
analyze the relationship between different demographic characteristics and the major 
variables. Lastly, Multiple Regression by stepwise method was employed to test the 
main effect of the independent variables on the dependent variable, and the 
moderating effect of social support as moderating variable on the strength of relation 
between the independent variable (stress of bereavement) and dependent variable 
(quality of life). 
_ / 
4.4 Measuring instrument 
Data was collected with the aid of a structured questionnaire composed of two 
sections: 
. 1. Socio-demographic information - gender, number of children, paid employment, 
source of social support, number of confidant, frequency of contact 
2. Scales used in this study are listed as below -
a) Stress of bereavement scale 
The scale is developed by the researcher herself as she could not find any 
existing measuring tool suitable for the bereaved spouse in Hong Kong. The 
scale was based on the result of the in-depth interviews with four bereaved 
spouses, opinions from some experienced social workers, and the literature 
review. 
The scale, divided into two parts, is regarded as two sub-scales in this study, 
with one measuring the stressors (objective side) and the other one measuring 
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• the perceived stress of the bereaved (subjective side). Each sub-scale consists of 
thirteen items which serve to measure different dimensions of stress of the 
subjecis inciudixig pliysicai, psychological，and social aspects. The subjects were 
asked to respond to both the objective and subjective parts of the thirteen items. 
Though the statements in the two parts are the same but the questions are 
different. In the first part, the question on top of the statements was asked like 
this sentence: ‘How often did the following stressors occur to you during the 
last three months?，In this question, the frequency of occurrence of the stressors 
on the respondents was asked, with answers "Frequently", "Quite often", 
"Sometimes", "Seldom" and "Never" provided for the respondents to choose. 
• 會 
In the second part, the question on top of the statements was asked like this 
sentence: ‘How stressful did you feel were the following stressors during the 
last three months?' In this question, the magnitude of stress perceived by the 
respondents from the stressors was asked, with answers “Very stressful", "Quite 
‘ stressful", “Somewhat stressful", "Slightly stressftil" and "Not stressful" 
provided for the respondents to choose. Specifically, for item 2 of the statements 
in part one, the respondents were asked how often did low morale occur to them 
during the last three months, whereas for the same statements in part two, the 
respondents were asked how stressful their low morale was during the last three 
months. 
The scoring method of the scale is : each item has value 1-5, with 1 representing 
the lower frequency of occurrence of the stressor on the respondents in the first 
part and the lower magnitude of perceived stress of the respondents in the 
second part, and 5 representing the higher frequency of occurrence of the 
stressor on the respondents in the first part and higher magnitude of perceived 
stress of the respondents in the second part. The result of this scale is calculated 
by mean scores. 
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b) Perceived & Desired Social Support from family, friends and helping 
profedrmds scsI^ 
The Patient's Perceived & Desired Social Support from Family, Friends & 
Health Professionals Scale developed by Ma (1995) was adopted and adapted in 
this study because it had been used to measure the NPC patients in Hong Kong 
with good reliability ( .88 ). It consists of three sub-scales, namely Perceived 
and Desired Social Support from Family (P&DSSFAM)�Perceived and Desired 
Social Support from Friend (P&DSSFM)�and Perceived and Desired Social 
Support from Helping Professionals (P&DSSHP)�measuring the subjects' 
• / 
degree of satisfaction with and desire for the support of their families, friends 
and helping professionals. Minor modifications have been made by the 
researcher as follows: 
1. The content of the informational support and affiliational support has been 
adjusted because the target group in this study is different from that of Ma's. « 
The informational support is changed to the advice, guidance or information 
about the services relevant to the need of the bereaved, while the 
information support in Ma's questionnaire was relevant to the needs of the 
NPC patients. The affiliational support is explained with some 
accompanying activities, but no activity was mentioned in this item of 
questions in Ma's. 
2. The term health professionals is extended to include other helping 
professionals (social workers and clinical psychologists are included, other 
than the doctor and nurse) as bereavement care also greatly involves about 
the psychological and social aspects of the bereaved. 
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3. The sub-scales were converted from the original 4 point likert scale into a 5-
point likert scale so that the responses will be distributed more evenly. 
4. The scoring method of this scale is: the higher the score, the higher the level 
of perceived social support of the respondents, with 1 representing their 
lower level of perceived social support, and 5 representing their higher level 
of social support for each item. 
5. Preference for social services in different periods of bereavement was asked 
in item 12c, i.e: a) Just after the death of their spouses, b) Within six months 
after their spouses' de^th, c) In recent m,onths ( > half year - 2 years). 
6.Questions on negative effects of social support from family, friends and the 
helping professionals were added because exploration of the negative side of 
social support among the bereaved is one of the themes in this study� 
The Cronbach's alpha of the Desired Social Support Sub-scale of family, friends 
and helping professionals in this study are .73，.77，and .80 respectively, 
indicating that this scale is reliable (though lower than that ofMa's) . 
c) Perceived quaUty of Hfe scale 
The quality of life scale for patients with life threatening illnesses in a 
Chinese context developed by Ho (1991) was adopted to measure the 
bereaved spouses in this study as its reliability (.67) was quite high. 
Modification to question 3 was made to cater for the situation of the 
bereaved. It is changed from "Your living, ability, movement/action, interest" 
to “My participation in activities, development/cultivating interest". The 
scoring method of this scale is : the higher the score, the better the quality of 
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‘ life of the respondents, with 1 representing poorer level of quality of life, and 
9 representing the best level of the quality of their life. 
Compared with the reliability of Ho，s scale (Cronbach's alpha coefficient of 
no less than .67)，the Quality of Life Scale in this study demonstrated better 






In this section, the overall findings of this study will be presented. Demographic 
characteristics of the respondents will be presented in the first part. Reliability of the 
scales of "Stress of Bereavement Scale", "Perceived & Desired Social Support 
Scale" and "Quality of life Scale" will be reported in the second part, followed by 
the descriptive findings of the major variables (stressor, perceived stress, social 
support and quality of life) and the impact of demographic variables on the major 
variables mentioned above. J_^astly, the interrplationships among different major 
variables based on the findings will be reported. 
5.1 Demographic characteristics 
A total of 71 respondents participated in this study. Seventy respondents were 
successfully interviewed through face-to-face structured interviews. They are the 
surviving spouses of the deceased patients from ten hospitals and one clinic in Hong 
Kong. The demographic characteristics of the respondents are as follows (Table 1): 
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Table 1: Demographics of Respondents ¢^ = 70) 
Item Frequency % Item Frequency % 
Gender Religion 
Male 25 35.7 
Female 45 64.3 Ancestor worship 14 20.0 
Age Buddhism ‘ 15 21.4 
26-30 3 4 .3 Taoism L 1.4 
31-35 5 7.1 Catholic 4 5.7 
36-40 16 22.9 Christianity 13 18.6 
4 M 5 19 27.1 Other 2 2 .9 
46-50 8 11.4 No religion 21 30.0 
51-55 5 7.1 
56-60 7 10 Housing types 
61-65 or above 7 10 
Public housing 35 50.0 
Education Cottage 1 1.4 
Primary or below 25 *35.7 Rent privatfe flat 5 7.1 
Junior secondary 27 38.6 Own private flat 29 41.4 
Higher secondary 13 18.6 
College/ University 2 2 .9 Working status 
Post-graduate 3 4 .3 
Working 35 50.0 
Months after spouse's death Non-working 35 50.0 
6-9 months 13 18.6 Financial support of non-working group 
9-12 months 13 18.6 Government 19 54.3 
1-1.5 years . 29 41.4 Relatives 10 28.6 
1.6 to 2 years 15 21.4 Self (saving/ pension) 6 17.1 
Diagnosis Monthly income of working group 
Lung cancer 19 27.1 (Median: HK$9,500) 
Nasopharyngeal Carcinoma 7 10.0 HK$5,000 or below 4 11.4 
*Other types of cancer 43 61.4 HK$5,001 - 8,000 10 28.6 
Heart disease 1 1.4 HK$8,001-11,000 5 14.3 
HK$11,001-14,000 4 11.4 
Children living together HK$14,001-17,000 1 2.9 
HK$17,000 or above 11 31.4 
Yes 62 88.6 
No 8 11.4 Age of children 
No. of children 5 years old or beIow 9 12.9 
6-10 years old 19 27.1 
None 5 7.1 11-15 years old 21 30.0 
One 16 22.9 16 years old or above 39 55.7 
Two 27 38.6 
Three 13 18.6 
Four 7 10.0 
Five 2 2 .9 
* see Appendix 5 
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• Among the 70 respondents, 25(35.7%) of them were male and 45(64.3%) were 
female. The age of the respondents ranged from 26 to 65 or above. Twenty-four of 
them (34.3%) were 40 or beiow. TMrty-two of mem (45.7%) fell within the age 
range of 41-55. The majority (80%, N=56) of the respondents were under/at age 55, 
indicating the subjects of this research were mainly young or middle-aged adults. 
Fifty-two (74.3%) of the respondents received education of/below junior secondary 
level. Thirteen (18.6%) attained education of higher secondary level. Only five 
(7.2%) were university/college graduated or above. 
All the respondents' spouses died of cancer, e�cep t one who died of heart disease. 
As cancer rarely causes the sudden death of patients, it is believed that the surviving 
respondents may be better prepared for the death of their spouse. Among the causes 
of death in the respondents' spouses, lung cancer ranks first (27.1%, N = 19), the next 
is nasopharyngeal carcinoma (10%, N = 7)�w h i c h was also in line with the trend of 
cancer killers in Hong Kong (Federation of Medical Societies of Hong Kong, 1993). 
« 
Forty-nine (70%) respondents held religious view. Fourteen (20%) respondents 
practised ancestor worship, 15(21.4%) believed in Buddhism and 13(18.6%) 
believed in Christianity. 
Thirty-five (50%) respondents were 'working' and the other 35 (50%) were 'non-
working'. Among the ‘non-working�respondents, over half of them (54.3%, N = 19) 
relied on Comprehensive Social Security Assistance (a financial assistance provided 
by the Hong Kong Government for the poor), ten (28.6%) were receiving financial 
support from their relatives, while six (17.1%) relied on their pension or saving. 
Among the 'working' respondents, 21 (30%) of them had a monthly income over 
HK$ 8,000, 11 (31.4%) of them even had a monthly income over HK$17,000. The 
median income of the respondents in this study is HK$ 9,500. Compared with the 
69 
• statistics of the 1995 Census, the median monthly income of the respondents was 
slightly higher than that of the whole population (median household income in Hong 
Koiig is � HK$ 9,000). Considering together with che housing types of the 
respondents, with half of them living in public housing and 34(48.6%) living in 
rented or private housing, it can be said that at least one third of the respondents' 
financial conditions were not bad. 
5.2 Psychometric properties of the scales 
In this study, the reliability of the major scales was measured by Cronbach's alpha. 
The results are as follows: 
• / 
a) Stress of Bereavement Scale 
The Stress of Bereavement Scale, divided into two parts, is used to measure two 
dimensions of stress of the respondents and is regarded as two sub-scales in this 
study. Though the statements in the two parts are the same, the questions are 
different. Each scale consisted of 13 items which cover the measurement of stress 
from physical, psychological, and social aspects of the subjects. The subjects were 
asked to respond to both objective and subjective parts of the 13 items. These are 
presented as follows: 
1. Stressor Sub-scale 
The frequency of the stressors occurring in the subjects was measured by the Stressor 
Sub-scale. This sub-scale showed moderately high internal consistency (Cronbach's 
alpha = .82), and other individual items also had moderately high internal 
consistency, ranging from .79 to .81. 
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2. Perceived Stress Sub-scale 
The stress experienced by the subjects was measured by the Perceived Stress Sub-
scaie. Compared with the Stressor Sub-scale, the result of tliis sub-scale showed 
higher internal consistency (Cronbach's alpha = .85)，and its individual items 
accordingly had higher internal consistency, ranging from .82 to .85. 
Using the criteria of 0.7 for reliability of a research instrument (Nunnally, 1978)，the 
Stress of Bereavement Scale has demonstrated good internal consistency. 
b) Perceived & Desired Social Support Scale 
This scale is adapted from_Ma (1995) and consists of three sub-scales, namely 
Perceived and Desired Social Support from Family (P&DSSFAM), Perceived and 
Desired Social Support from Friend (P&DSSFEU)�and Perceived and Desired 
Social Support from Helping Professionals (P&DSSHP). The sub-scales use a 5-
point likert scale, measuring the subjects' degree of satisfaction and desire 
. towards the support of their families, friends and helping professionals. Many 
respondents (90%) did not fill in all of the sub-scales because they did not receive 
support from all sources displayed in the sub-scales, and some items in the sub-
scales were non-applicable to them. Therefore, it is not meaningftil to calculate 
the Cronbach's alpha of the overall perceived and desired social support of the 
respondents. 
The reliability test is done only on the individual sub-scale of desired social 
support as the number of responding cases of the sub-scales are large enough to 
be meaningful in calculating its reliability, whereas the number of the responding 
cases of the Perceived social support sub-scale is too low to be worth calculating 
its Cronbach's alpha. The reliability of the sub-scales of each source of social 
support, i.e. family, friends, helping professionals are tested. The DSSFAM Sub-
scale had acceptable internal consistency (Overall Cronbach's alpha: .73 ) � a n d its 
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4 
individual items only had marginal internal consistency with Cronbach's alpha 
ranging from .60 - .71. The DSSFRI Sub-scale had moderately high internal 
consistency (Cronbach's aipha : .77)，and its individual items also had moderately 
high internal consistency with Cronbach's alpha ranging from .69 - .77. The 
P&DSSHP Sub-scale had moderately high internal consistency (Cronbach's alpha 
: .80), and its individual items also had moderately high internal consistency with 
Cronbach's alpha ranging from .67 - .80. 
Overall, the Cronbach's alpha of the Desired Social Support Sub-scale of family, 
friends and helping professionals in this study are .73, .77, and .80 respectively, 
indicating that this scale is reliable (though lower than that of Ma's). 
c) Quality of Life Scale 
The Quality of Life Scale used in this study was revised from the quality of life 
scale for patients with life threatening illnesses in a Chinese context (Ho, 1991). 
• Compared with the result of the original version of the Ho scale (Cronbach's 
alpha of no less than .67)，the result of reliability test done on this scale 
demonstrated better internal reliability, with an overall Cronbach's alpha of .89 
and Cronbach's alpha of individual items ranging from .86-.89. 
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5.3 Descriptive fmdings on stress of bereavement, social support, and 
quality of life 
5.3.1 Stress of bereavement 
1 
The stress of bereavement of the respondents were measured by the Stress of 
Bereavement Scale. The Scale has two sub-scales, with one measuring the stressors 
and the other one measuring the perceived stress. Each sub-scale consists of 13 
items. 
i 
a) Stressor Sub-scale • ‘ 
(I) Common Stressors 
The frequency distribution of the 13 items in the Stressor sub-scale is presented 




.Table 2 : Frequency Distribution of Stressors as Faced by the Respondents(N= 70) 
^ ^ Frequentl Often Sometime S e l d o m ~ N e v e r [NA 
y s 
一N/% N / % NT% TT7% WT% m~% 
1 . : = = = d ~ ~ " - W % ) 18(25.7%) 21(30%)~ 10(14.3%) 1 ^ % ) ~ ~ W % ) 
diseases 
2. Depressed m o o d ~ 3(4.3%)~~ 8(11.4%) 34(48.6%) 9(12.9%) 16(22.9%) 0(0%) 
3. Loneliness 一 5(7.1%) 18(25.7%) 33(41.7%) W m ~ ~ 8(11.4%) 0 ^ 
4. Financial difficulty 5(7.1%)~~" 19(27.1%0 16(22.9%) 7(10%) 23(32.9%) 0 ^ 
^.Lackotexperience 2 ( 2 . 9 % ) ~ ~ 1 ^ 7 j W ) ~ 11(15.7%) W M j ~ ~ ^ 5 0 ^ y i 5 ^ T ? ^ in managing fmance ) ^ ^ ^ ® ^ 
。：=二， 1 � 1 ( 1 . 4 % ) ~ ~ ~ ~ W ^ ) ~ i m % ) ~ ~ 8(11.4%) 40(51.7%) 1(1.4%)~ 
7 . = s ; f s e n s e o f ~ ~ 4 ( 5 . 7 % ) ~ 1 ^ ^ ~ 15(21.4%) , 4 ( 5 . 7 % ) ~ 4 l ^ ~ " ^ 
8. The s e n s e o f a n ~ 6 (8 .6%)~ 27(38.6%) 21(30%)~~ J ( n A W ~ 8(11.4%) ^ ^ 
incomplete family � ) ^ ^^ 
9. Decision making~~ 7 ( 1 0 % ) ~ l 4 ^ ~ ~ 2 l ^ ~ ~ 9 0 2 � 9 ^ 19(27.1%) 0(0%) 
without support � � 
" ^ ' ^ ^ U ^ A ^ . . . 1(1.4%^16(22.9%) 17(24.3%) iQ(14.i%) 22(3L4%) 4(5.7%) 
i 1. S T e ; C p = t 1 (1 ' 4 % ) ~ ~ ~ ^ ^ ^ ~ ~ " ^ W ^ l T O ^ " W ^ " W ^ — — 
1 2 p = = = l 6(8.6%) 27(38.6%) 15(21.4%) 3(4.3%) W T ^ - l ^ s T ^ ~ 
l ^ S ^ n g — o n 4(5.7%)~~~I^2.9%) "^0^7%7~ 9(12.9%) 9(12.9%) “ ^ — — ‘ b 
一 
The six most common stressors that are frequently or often faced by the respondents 
can then be identified and prioritized as follows (Table 3)： 
raZ>/e 3: The leading six stressorsfaced by the respondents 
Kanking Item StFiii^ 1 ~ ~兩。~ ~ 
1 12 Stress of dual parenting role “ 33/47%~~ 
2 8 The sense of an incomplete family ‘ ” 33/47%““ 
3 13 Upsetting situation or thing ‘ “ 21/39%~ 
4 4 Financial difficulty 24/34%~~ 
5 3 Loneliness ‘ “ 22!33%~~ 
6 9 Decision making alone without support 21/30%~~ 
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(II) Frequency of occurrence of the stressors on the respondents 
The occurrence of the stressors on the respondents is calculated by mean scores, with 
mean value 1-2.33 being grouped into the 1'^  group and indicated as the lower 
frequency; 2.34-3.66 being grouped into the 2"^ group and indicated as the moderate 
frequency; and 3.67-5 being grouped into the 3'^ group and indicated as the higher 
frequency of occurrence of stressor on the respondents. In this study, the mean scores 
o f t h e respondents ranged from 1.08 to 4.38. As shown in Appendix 1，twenty-five 
(35.7%) respondents fall within the range of 1 - 2.33，indicating that they seldom or 
even never faced the stressors listed. Forty respondents (57.1%) fall within the range 
of 2.34 - 3.66，indicating that there were over half of the respondents who sometimes 
faced the stressors listed. Five respondents (7%) fall within the range of 3.67 - 5， 
indicating that there were only a few respondents who often faced the stressors listed 
in the questionnaire (or the listed stressors often occurred with only a few of the 
respondents). The mean score of the Stressor Sub-scale in this study is 2.583, with a 
standard deviation of .712. 
b) Perceived Stress Sub-scale • 
The frequency distribution of the 13 items in Perceived Stress Sub-scale is presented 
in Table 4 below : 
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Table 4 : Stress experienced by the respondents (N = 70� 
^ ~~|Very Quite Somewhat Sl ight ly~~H^ H ^ 
Stressful stressfwl stressM stressM stressM 
Z Z ^ _ N / % ~ N / % "N/% N / % NT% N7% 
LxJiO^^itJ^= 2(2.9%) 13(18.6%) 20(28.6%) 15(21.4%) ^ I O % r T O 
diseases 
\ pepr,ssed m o o d ~ 2 a ^ o ) 16(22.9%) W O ^ r " l g i g ^ l W I ¥ r ~ T i 7 ? T ^ — — 
3. Lonelmess • ^ ^ j ^ L _ i g g g : M _ j g ^ l ^ : Z g j _ M M Z W l " ^ ^ ^ ^ ~ " 5 ^ ~ ~ 
4. Fmmicml difficulty 12(17.1%) 13(18.6%) 11(15.7%) T K T T 7 g T ^ ^ v ^ 9 Q ^ 7 ^ — — 
i = S = e i ( i . 4 L ^ ; ^ ^ T O : ^ ~ ^ r ^ ^ 9 ~ ^ ~ ^ ^ ^ ^ r ^ 
6 : = S f g t � 聊 4 ^ ~ 18(25.7%) 7(10%) 4 0 ^ 5 7 l W " W ^ ~ 
7 . = s ; f s e n s e o f ~ 4 (5 .7%)~ 8(11.4%) 13(18.6%) ^ ¾ ~ ~ 43(61.4%) " ^ — — 
^ j g ; ^ g ^ ^ g ^ ; ; ; g ^ ; ; j ^ ^ ; ; ; ; ; ; ^ 1 0 % ) 8(11.4%) 0 ( 0 % ) -
9 . = = : : g ~ ~ 6 ( 8 . 6 % ) ~ ~ 18(25.7%) 16(22.9%) 11(15.7%) l ^ T ^ W ^ — — 
: : : ^ ^ ^ h " ^ " ^ 卜队3%) L3U..9%) 7(10%) 2 3 ( 3 2 . 9 % ) ½ ^ 
' ' ' ^ X l Z ^ ^ ^ ^ ^ 4(5.7%)^6(8.6%) • 17(24.3%) 10(14.3%) 33(41.7%) 0 ( 0 % ) ~ ~ 
' ' p t T ^ g r d e ' 5(7.1%) 26(37.1%) 1 1 ^ 7 ~ ^ . 1 % ) 1^21.4%) 4(5.7%) 
^ ^ ' o S g ^ ^ ' ™ ^ ^ ^ ^ ' ^ " ^ ' ^ 23(32.9%) 25(35.7%) 10(14.3%) " T O % T " W ^ — — 
The Six leading items that the respondents perceived as very /quite stressful can then 
be identified and prioritized as follows (Table 5): 
Table 5 : The leading six items ofperceived stress ofthe respondents 
Kanking Item 一 Sl^iii^ ^ ~ ^ 7 % ~ ] 
1 12 Stress of dual parenting role “ lM^A%~" 
2 8 The sense of an incomplete family ‘ 27/39%~~ 
3 13 Upsetting situation or thing 27/39%~" 
4 4 Financial difficulty 25/36%~~ 
5 9 Decision making alone without support “~"24/34%~~ 
6 :3 Loneliness " 21/30% 
• “ L 
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蘭它 6: Mean value ofeach items ofstressor perceived by respondents (N = 70) 
Items of perceived stress “ m ^ . ~ Ranking 
value 
1. Poor health and vulnerability to diseases 2 4 6 
2. Depressed mood 2 7 j g 
3. Loneliness 2 97 ^ 
4. Financial difficulty 2 71 "g 
5. Lack of experience in managing finance 1 9 3 ~ 
6. Fear of relating to other couples 2 80 
7. Loss of sense of security 2 9 7 — 
8. The sense of an incomplete family 3 ^g j~ 
9. Decision making without support 2 73 5 
10. Difficulty in relating to children ‘ ~ ~ T ^ “ 
11. Maintenance of family equipment ' Y T l 
12. Stress of dual parenting role 3 Q2 ^ 
13. Upsetting situation or thing 3 � ^ 
^ 1 -
When each item of the stressor was calculated by mean scores, the three leading 
items that were identified as higher stress are the same as the rank of stressors 
showed in Table 6. They are "the sense of an incomplete family", "stress of dual 
parenting r o l e � � a n d "Upsetting situation or thing". Also, the item “depressed m o o d�� 
was also included in the ranking as the sixth position. 
The stress level of the respondents is also calculated by mean scores in this study, 
with mean value 1 - 2.33 indicating the lower level; 2.34 _ 3.66 indicating the 
moderate level; and 3.67 _ 5 indicating the higher level of stress perceived by the 
respondents. In this study, the mean scores of the respondents ranged from 1.00 to 
4.25. As shown in Appendix 2，six (8.6%) respondents fall within the range of 3.67 -
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5.00，indicating that only a few of the respondents felt very/quite stressed by the 
stressors listed in the questionnaire. Thirty-six (51.4%) fall within the range o f2 .34 -
3.66，indicating over half of the respondents who somewhat stressfal to tlie stressors 
listed. Twenty-eight (40%) fall within the range of 1.00 - 2.33，indicating that they 
did not feel any stress from bereavement. The mean score of the Perceived Stress 
Sub-scale in this study is 2.568, with a standard deviation of .769. 
From the ranking order of items (the common stressors and the perceived stress) of both 
sub-scales, except for item 9 and item 3，there is apparently no distinctive difference 
between the frequency of occurrence of stressors on the respondents and the stress 
perceived by them. A similar result is also found in ranking by mean value. 
5.3.2 Social support of the respondents 
Size and contact of social network of the respondents 
The size and contact of social network of the respondents as the objective side of 
social support, though not the main focus of this study, were measured in the first 
part of the questionnaire. The results are as follows (Table 7): 
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Table 7 : Social Contact/ Support of Respondents QV = 70) 
Item Frequency % Item Frequency % 
No. of relatives living together Regular attendance in organization 
None 57 81 .4 Yes , 40 5 7 . l 
One to three 13 18.6 No 30 42.9 
No. of relatives in contact Types of organization 
None 8 11.4 Religious organization 26 37.1 
One 10 14.3 Bereavement/single parent group 8 11.4 
Two 10 14.3 Community centre or woman asso'n 6 8.6 
Three 7 10.0 Did not participate in any organizations 30 42 9 
Four 9 12.9 
Five 5 7.1 • Frequency of attendance 
More than five 21 31.0 At least once per day 3 4.3 
At least once every 3 days 2 2 9 
Frequency of contacts with relatives At least once a week i"g 2 5 7 
At least once per day 4 5.7 At least once every 2 weeks 2 9 9 
At least one every 3 days 5 7.1 At least once a month 11 f57 
At least once a week 14 20.0 Irregular or less than above 4 5 7 
At least once every 2 weeks 9 12.9 Did not attend any organizations 30 42 9 
At least once per month 9 12.9 . 
Irregular and less than above 20 28.6 Having consulted helping professionals 
< No relatives contacted 9 12.9 
Yes 7 10.0 
No. of friends in contact No 63 90 0 
None 17 24.3 
One 8 11.4 Frequency of contacts with helping professionals 
Two 17 24.3 
Tht.ee 10 14.3 At least once every 2 weeks 1 l . 4 
Four 4 5.7 At least once a month 1 1 '4 
Five 3 4.3 Once every 2-3 monlhs 5 7 . l 
More than 5 11 16.0 Did not contact any helping 63 90.0 
professionals Frequency of contacts with friends 
At least once per day 7 10.0 
At least once every 3 days 10 14.3 
At least once a week 13 18.6 
At least once 2 weeks 9 12.9 
At least once a month 11 i5 .7 
Irregular or less than above 3 4.3 
No friends contacted 17 24.3 
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As Table 1 shows, the majority of the respondents have one to five children. Only 
five (7.1%) have no children. Among the lesponJeiits, 49 (70%) have dependent 
children at or below the age 15, and 62 (88.6%) live together with their children. In 
Table 7，thirteen (18.6%) respondents who had relatives living with them to help in 
taking care of their children. Eight (11.4%) respondents who had relatives but had no 
contact with them at all. Others were in contact with one to five or more relatives. 
Thirty-two respondents had contacts with their relatives at least once every two 
weeks. Among the respondents, seventeen (24.3%) of them had no close friend at all, 
57 (75.7%) had one to five or more close friends. Most of them (71.4%) had contacts 
with their friends quite often*(Table 7). Forty ,(57.1%) of the respondents regularly 
participated in activities in different types of organization. Eight (11.4%) 
respondents had participated in bereavement or single parent groups. Twenty-three 
(32.9%) attended activities of religious parties regularly (at least once a week). 
Among the respondents, only seven (10%) of the respondents had contacts with 
• helping professionals. 
« 
The impact of the size of social network of the respondents on each type of their 
social support from each source and its significant differences have been assessed by 
T-test or ANOVA (analysis of variance). Results show that the t-value or F-value of 
the tests is not significant. The null hypothesis that different sizes of social network 
do not make any difference in social support perceived by the respondents will be 
accepted. The strength, direction and probability of linear association between the 
frequency of contacts of the social network of the respondents and the overall as 
well as the support from family, friends and helping professionals have been 
assessed by Pearson's correlation (Table 8). It is revealed that only the frequency of 
contact of the respondents with their friends shows a significant and positive but not 
a strong correlation with their perceived overall social support, affiliational support 
and emotional support from friends (r = 0.48，p<0.01, N=46; r = 0.38, p<0.01, N=46; 
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r = 0.36, p < 0 . 0 5 , N = 4 7 respectively), indicating that the more frequently the 
respondents contact their friends, the higher the level of the above types of social 
suppoit from friends they would perceive. The nall hypothesis tliat different 
frequency of contacts with friends does not correlate with the social support 
perceived by respondents will be rejected, and the alternative hypothesis in contrast 
will be accepted. 
Table 8: Pearson's correlation between Frequency of contact with friends and Social 
Supportfrom friends 
Overall social Affiliational~~ Emotional Informational Instrumental~" 
support support support support support 
Frequency of 0.48 ** 0.38 ** 0 3 6 ^ ~ ‘ O20 oo03 
contact (N) (46) (46) (47) (35) (22) 
Note: * p< 0.05�** p< 0.01 ~ ^ 
Apart from the objective measurement of social support presented as above, the 
subjective side of the social support received by the respondents was emphasized in 
this study. The structured questionnaire was designed to measure the perceived 
availability of four types of functional support (affiliational, emotional, 
informational and instrumental) from three main sources (family, friends, and 
helping professionals). Besides differentiating between the desired and perceived 
social support, the negative side of social support was also explored. The following 
descriptive findings about the social support of the respondents are presented by its 
source and with its whole profile first, followed by its positive response. In order to 
clearly answer the research questions mentioned in chapter three that are relevant to 
social support: "Which type of social support does the bereaved perceive as 
satisfactory from each source? ” "Which type of social support does the bereaved 
desire from each source?，，，the researcher will analyse the groups of respondents 
who scored ‘very satisfactory/satisfactory‘ and ‘strongly des i re /des i re� in the 
questions of this study. 
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1. Social support from family (Source 1) 
Figm'e 2 shows that seventeen (24.3%) of the respondents had no family support at 
all，eighteen (25.7%) respondents perceived their siblings as most helpful to their 
adjustment to bereavement, fourteen (20%) thought their children were most helpful, 
twelve (17.1%) thought their parents and nine (12.9%) thought other relatives most 
helpful. 
None 
24.3% e— � 




20.0% Fig. 2 Most Helpful Family Member 
The whole profile of social support (including perceived and desired) from families 
of the respondents is presented in the frequency tables below (Table 9，Table 10): 
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Table 9: Frequency Distribution of Respondents，Perceived Social Support from 
Family(N=70) 
Perceived Very F Somewhat T ^ H ^ -
social support satisfied Satisfied satisfied Dissatisfied dissatisfied applicable 
Type — N / % “ N / % " N / % N / % iT7% " T f 7 % 
Affiliational — “ — 
support 12(17.1%) 25(35.7%) 13(18.6%) in.4%^ 0(0%) 19(27 1%) 
Emotional “ 
support 8(11.4%) 23(32.9%) 16(22.9%) 3f4.3%^ 0(0%) 20(28 6%) 
Informational ‘ — — 
support 3(4.3%) 15(21.4%) 8(11.4%) 6r8.6%> 0(0%) 38(54 3%) 
Instrumental “ ——— 
support 5(7.1%) 15(21.4%) 10(14.3%) 364.3%) i n d%^ 36(51 4%) 
Overall support 13(18.6%) 20(28.6%) | 19(27.1%) 1(1.4%) Q(Q%) 17(24.3%) 
Table 10: Frequency Distribution of Respondents' Desired Social Support from Family 
(N=70) 
Desired Strongly~~ Somewhat Not S t r o n g l y ~ ~ F ^ -
social support desired Desired desired desired Not applicable 
. desired 
Type N/Percent N/Percent N/Percent N/Percent N/Percent N/Percent~~ 
Affiliational ‘ ‘ “ 
support 21(30%) 19(27.1%) 20(28.6%) 7 ( 1 0 ^ _ _ 0(0%) • 3(4.3%) 
Emotional ~~~ ‘“ 
support 20(28.6%) 23(32.9%) 11(15.7%) 12(17.1%) 0(0%) 3(4.3%) 
Informational “ ‘ 
social support 10(14.3%) 21(30%) 9(12.9%) 11(15.7%) 0(0%) 19(27.1%) 
Instrumental 一 
support I 11(15.7%) 19(27.1%) 13(18.6%) 13(18.6%) 0(0%) i4(20%) 
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« 
The respondents showed different satisfaction and desire levels different types of support 
ironi thxeir family (Figure 3) as follows: 
i � 
O v e r a U BDes i re 
s a t i s f a c t i o n … � - ' : r - � ~ V , ~ V A v ' � , : � ^ ^ ^ V 4 ^ ' ] 47.1% ^Satisfaction 
Listrumental " ^ ^ ^ ^ ^ M ^ ^ ^ M 42.9% 
s u p p o r t ) 7 7 : : i r ^ F i F T : : ^ ^ ^ ^ ^ ^ r ^ ^ ; ; ; ^ e the support: 51.4%) 
M o n i i a t i o n a l ^ ^ ^ ¾ ^ ^ ^ ^ ^ ^ ^ 4 4 . 3 % 
support .^»^ ' ,^v t^ f^^  .^ v %�;yzf /V^  
‘ (Not receive the support: 54.3%) Emotional ^ M ^ ^ ^ ^ j ^ ^ ^ ^ ^ p ^ ^ ^ ^ ^ ^ a a j ^ g ^ 61.4% support 5 S ¥ S ^ ^ S S ^ ^ ^ ^ ^ ^ ^ S ^ ^ ^ T ^ ^ ^ . „_ 
— ; ; " - " ^ (Not receive the /upport: 28.6%) Mf^ ational W ^ ^ « ^ M f e ^ ^ ^ » ^ ^ ^ ^ ^ M « 57.2% 
s u p p o r t ^ y i ^ - : t J H ' : m M t ^ > ^ ^ > ^ ^ ^ ^ 
1 1 1 I j j ( N o t receiv^ the support: 27.1%) 0% 10% 20% 30% 40% 50% 60% 70% 
Desire - % of Strongly desire/ desire 
Satisfaction - % of Very satisfactory/ satisfactory 
Fig. 3 Social Support from Family 
Perceived social support from family 
Affiliational support from their family is most often perceived as satisfactory by the 
respondents (52.9%, N= 37)，the second is emotional support (44.3%，N = 31). 
Informational support from family is the type of support with which respondents 
showed the least satisfaction (25.8%, N = 18). Overall, 33(47.1%) respondents were 
very satisfied/satisfied with the support from their families, but only 26 (37.2%) 
respondents perceived their family/relatives as very/quite helpful to them in the face 
of their difficulties (Figure 4). 
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from faniUy 
24.3% ^ ^ _ _ _ _ _ _ _ ^ Very helpful 
^JS，。 
N � T a U ^ ^ ^ ^ / ^ ^ 
SUghtly helpful | ^ , ' ' T " " " " ^ ^ S ^ ^ ^ / ^ _ ^ ^ < ^ ' ^ � ,¾^=", 
Somewhat helphT^^^^^^^=^^"^^^^""^"^^ , 
32.4% 
Fig. 4 Helpfulness of Family 
Desired social supportfrom family 
Among the types gf support from family (Figure 3) that respondents wish to receive, 
emotional support is most desired by the respondents (61.4%, N=43), the second is 
affiliational support (57.1%, N=40), while instrumental support is the type of support 
that the respondents least desired to receive (42.85%, N = 30). In asking for free 
preference on social support from family (open-ended question), nine (12.9%) 
respondents expressed their desire for emotional support or concern, six(8.6%) 
desired their children's compliance with their discipline, and the other two groups 
(each of 5, 7.1%) desired aids in child care and companionship respectively as their 
first priority. Others left this question unanswered. 
When the overall perceived and desired social support or each type of perceived and 
desired social support from the family is assessed by T-test, the t-value showed a 
significance level greater than 0.05. This result indicates that the null hypothesis that 
there is no difference between the perceived and desired social support from the 
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‘ family of the respondents will be accepted. 
‘ • •- •‘ 
Instnunentalsuppo. L iS . . | � [ _ ^ g | � -
• Not 
appl icabl e 
tiformational support �':1�~3%'� 30.0% "1i9%/ ^ ^ g 25.7%^  ® Undesire • Somewhat desire 
Emotional suppo. ^ .s.. • � f 拟-,B^^^ ^ ^ 
desire 
Afmiationalsupportj^ ^^^^"I[r!^ ^ 27.i% 一、:： .^g% . J^ 2'.9% 
. r 1 1 1 1 1 
0% 20% 40% 60% 80% 100% 
Fig. 5 Desired / Undesired Social Support from Family 
Undesired social support from family 
The researcher would specifically present the result of undesired social support 
(Figure 5) with regard to family support. It is found that there are a considerable 
number of respondents ( 1 7 . 1 % � N = 12) who do not desire emotional support from 
their families. Although they revealed that they very much desired emotional support 
from their families, they worried it would add too much of a psychological burden on 
their families. There are also a considerable number of respondents (15.7%, N = 11) 
who do not desire informational support from families. Indeed, they revealed that 
their family members were not capable of giving them informational support. This 
implies the bereaved may tend to approach some other person from whom they think 
it appropriate to get the support that their family members are unable to give. This 
topic is discussed in the last chapter. 
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2. Social support from friends (Source 2) 
There were 59 ( 84.3%) respondents whose friexids did some things to lielp thern iii 
the face of their bereavement. Eleven (15.7%) respondents had not obtained any help 
from their friends (Figure 6). 
No help from 
Not helpful at all friends 
4.3% 15.7% 
Slightly helpful ^ ^ ^ _ _ ^ 10.0% / ^ ‘ / \ ^ \ 
X : W \ X Veryhelpful H 八 � 
$^^^-^"""-""^^ . ,^ .W^ 
. \ ^ ^ ^ ^^^^X Quite helpful 
4 
Fig. 6 Helpfulness of Friends 
The whole profile of the social support (including perceived and desired) from 
4 
friends of the respondents is presented in the frequency tables below (Table 11， 
Table 12): 
87 
Table 11: Frequency Distribution ofRespondents' Perceived Social Supportfrom Friends 
(N=70) 
Peredyp,d Very Somewhat \ Y ^ H ^ 
social support satisfied Satisfied satisfied Dissatisfied dissatisfied applicable 
Type N / % N / % N 7 % N 7 ^ N7"% WT% 
Affiliational ‘ “ ~ — 
support 15(21.4%) 28(40%) 7(10%) 3(4.3%) 0(0%) 17(24.3%) 
Emotional “ ~ 
support 8(11.4%) 32(45.7%) 14(20%) 1(1.4%) 0(0%) 15(21.4%) 
Informational ‘ “ ~" — 
support 3(4.3%) 23(32.9%) 9(12.9%) 4(5.7%) 1(1.4%) 30(42.9%) 
Instrumental 
support 4(5.7%) 14(20%J 2(2.9%) • 5(7.1%) 1(1.4%) 44(62.9%) 
Overall support 10(14.3%) 28(40%) 13(18.6%) 3(4.3%) 0 ^ 16(22.9%)~" 
Table 12: Frequency Distribution of Respondts' Desired Social Support from Friends 
very much (N=70) 
Desired Strongly. Somewhat Not S t r o n g l y ~ ~ H ^ 
social support desired Desired desired desired Not appUcable 
desired 
Type N / % WT% N J % N 7 % Nlfo N 7 % 
Affiliational ~ “ “ — 
support 15(21.4%) 25(35.7%) 17(24.3%) 11(15.7%) 0(0%) 2(2.9%) 
Emotional “ — 
support 12(17.1%) 31(44.3%) 20(28.6%) 5(7.1%) 0(0%) 2(2.9%) 
Informational 
support 5(7.1%) 34(48.6%) 11(15.7%) 9(12.9%) 0(0%) 11(15.7%) 
Instrumental 一 — 
support 4(5.7%) 18(25.7%) 16(22.9%) 20(28.6%) 0(0%) 12(17.1%) 
The respondents showed different satisfaction and desire level to different types of 





satisfaction . .J 54.3% SDesire 
‘“ EJ Satisfaction Listnunental ^ ^ M j ^ ^ ^ M 31.4% . support ~ ^^^^^^^^r2S77% 
— ’ (Not receive the support: 62.9%) 
Monnational M ^ ^ ^ ^ ^ ^ M M ^ ^ ^ ^ M ^ ^ ^ ^ m ^ ^ M M M 55 7% support ^ ^ ^ ^ ^ ^ ? T ! r ' ^ ^ r ^ ^ R * ^ ™ ™ . 
. - (Not receive the support: 42.9%) Emotio, ^ ^ ^ ^ ^ M ^ ^ M M ^ ^ ^ ^ 61.4% 
support .:. ^™™^'"™"^]^! % 
. . (Not receive the ��� ^ M ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ M 57.1% suPPort:21.4%) 
S u ^ o r t ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ Z _ _ J 謹 _ _ v e the 
1 1 1 1 i 1 fupport: 24.3%) 
0% 10% 20% • 30% 40% S0%, 60% 70% 
Desire - % of Strongly desire/ desire 
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Fig. 7 Social Support from Friends 
Perceived social supportfrom friends 
Affiliational support from friends is most often perceived as satisfactory by the 
respondents ( 6 1 . 4 %� N = 4 3 ) , followed by emotional support (57.1%, N=40). 
Instrumental support from friends is the least satisfactory type of support (25.7%, 
N = 18). Overall, 38 (54.3%) respondents were either very satisfied or satisfied with 
the support from their friends, but only 29 (47.1%) respondents perceived their 
friends as very or quite helpful to them in the face of their difficulties (Figure 7). 
Desired social supportfrom friends 
Emotional support from friends is most desired by the respondents (61.4%, N=43), 
followed by affiliational support (57.1%, N=40), then comes informational support 
( 5 5 . 7 % � N = 39), and instrumental support is the type of support that the respondents 
least desired to receive (31.4%, N=22). In asking for free preference on social 
support from friends (open-ended question), eight (11.4%) respondents expressed 
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their desire for being emotionally supported or show concern，seven (10%) desired 
comfort and sharing burdens, and the other two groups (each of four, 5.7%) desired 
companionship and financial support respectively as their first priority. The rest did 
not answer this question. 
i ‘ 
When the overall perceived and desired social support of each type of perceived and 
desired social support from friends is assessed by T-test to compare their mean 
scores, only the perceived and desired affiliational support are displayed with 
significant difference (t-value =2.17，P<0.05), indicating the respondents' perceived 
affiliational support (mean score : 4.04) exceeds their desired affiliational support 
(mean score: 3.75) in this study. ^ 
3. Social support from helping professionals 
Thirty-three (47.1%) respondents did not obtain any help from helping professionals 
after their spouse died. Many of them (over 50%) chose to score on the 'non-
applicable' blank.to show that they were neither satisfied nor dissatisfied with 
helping professionals (Table 13). 
The whole profile of the social support (including perceived and desired) from 
helping professionals of the respondents is presented in the frequency tables below 
(Table 13, Table 14): 
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T�bls 13: Frequency Distribution ofRespondents' Perceived Social Supportfrom Helping 
Professionals (N= 70) 
Perceived Very Somewhat ~ ~ � H ^ | Non-
social support satisfied Satisfied Satisfied Dissatisfied dissatisfied applicable 
Type N / % N / % N7"% WTJc N7% m~% 
Affiliational 3(4.3%) 17(24.3%) 2(2.9%) l 0 4 W 0^%^ 47(67.1%)~~ 
Support 
Emotional 4(5.7%) 22(31.4%) 7 0 W ^ U L 4 ^ 0 ^ ¾ 36(51.4%)~" 
support 
Informational 1(1.4%) 22(31.4%) 5 0 J W ) 1 0 4 ¾ 0 ^ “ 41(58.6%)~~ 
support 
Instrumental 1(1.4%) 18(25.7%) ! ^ 4 3 ¾ 2 ^ 2 M ] 0 ^ 46(65.7%)~~ 
support 
Overall support 1(1.4%) 17(24.3%) 15(21.4%) HTIW) O m ) 36(51.4%)~" 
Table 14 : Frequency Distribution ofRespondents，Desired Social Supportfrom Helping 
Professionals (N= 70) 
Desired Strongly Somewhat Not Strongly H ^ -
social support desired Desired desired desired Not applicable 
desired 
Type N / % Wr% NJ% Nlfo WT% N 7 % 
Affiliational 1(1.4%) 5(7.1%) 19(27.1%) 15(21.4%) 26(37.1%) 4(5.7%) 
support 
Emotional 3(4.3%) 21(30%) 19(27.1%) 12(17.1%) 11(15.7%) 4(5.7%) 
support 
Informational 8(11.4%) 27(38.6%) 13(18.6%) 8(11.4%) 11(15.7%) 3(4.3%) 
support 
Instrumental 10(14.3%) 20(28.6%) T ( l M ) 11(15.7%) 18(25.7%) 4(5.7%) 
support 
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The respondents showed different satisfaction and desire levels to different types of 
support from helping professionals (Figure 8) as follows : 
T I 
Overall � 
satisfaction � � � — � „ , . - . . ^V>r^ 25.7% BD^ire 
.. B Satisfaction 
^truinental ^ ^ ^ ^ ^ M ^ ^ ^ ^ ^ M j 1 41.4% 
support ��"�~^&0�recei:e support: 65.7%) 
ttfonnational ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ s p ^ ^ ^ ^ ^ | ^ | ^ ^ ^ ^ ^ ^ ^ ^ y j s ^ p ^ ^ 50.0% support «^«^ "^«»^ -~«"«»«»^ >^ »™™«»™»=«™»«^ »««p»»»^ >»™«»>«»Y^ 2*;^ ^^ ««™««»««»»™^  
(Not receive the support: 58.6%) 
Emotional ^ ^ M i ^ ^ ^ H — ^ M 34.3% 
pw8gsMSKijjy^ f^f*jySfi^ S i^ffS f^ffy^ y^^ *^*"*f**^ ^^ ***^ ^^ ^^ ^^ *^ *****^ *^^ *^**^ j^^ ^^ ^^ *^ ***"********^ ffff^ *^^ *^ ^^ ^^ ****^ ™ ^ _ ^ ^ ^ support " ‘ ‘ ‘ 137.1% ‘ ‘ ‘ (Not receive the support : 51.4 %) 
AffUiational ^ y ^ ^ p 8.6% 
support ^ ^ ^ ^ > «» -j 28.6% , 
I I I (Not reccjive the support!: 67.1 %) 
0% 10% 20% 30% 40% 50% 
Desire- % of Strongly desire/ desire 
Satisfaction - % of very satisfactory/ satisfactory 
Fig. 8 Social Support from Helping Professionals • 
Perceived social support from helping professionals 
Emotional support from helping professionals is most often perceived as satisfactory 
by the respondents (37.1%, N=26), followed by informational support (32.9%, 
N=23). Instrumental support from helping professionals is the type of support that 
respondents showed least satisfaction with (27.1%, N = 19). Overall, eighteen (25.7%) 
respondents claimed they were satisfied with the support from helping professionals, 
but only twelve (17.14%) respondents perceived their support as helpful to them 
when facing the difficulties of bereavement (Figure 9). 
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47.1% ^ ^ ~~^^^^ Very helpful 
y ^ ^ v 2.9% ^^>v—. 
y ^ 15.7% —v^ 
• V ^ 6 ¾ ¾ ^ 
SUghtly helpful ^ - - ^ L m 3 ^ 2 ^ Spmewhat helpful 10.0% 21.4% 
Fig. 9 Helpfulness of Helping Professionals 
Desired social supportfrom helping professionals 
Informational support from helping professionals is most desired by the respondents 
(50%, N = 35)�followed by instrumental support (41.4%, N=29). Affiliational support 
is the type of social support that the respondents least desired to receive (8.6%, N = 6). 
When the overall perceived and desired social support or each type of perceived and 
desired social support from helping professionals is assessed by T-test to compare 
their mean scores, the overall perceived & desired social support (t-value = 3.96， 
p<0.001), perceived & desired affiliational support (t-value � 5.99，p<0.001), and 
perceived & desired emotional support (3.12, p<0.01) are displayed with significant 
difference. The result indicated that the respondents were satisfied with the overall 
support, specifically with affiliational and emotional support from helping 
professionals as their mean scores of perceived support exceed that of the desired 
support (overall - 3.79 vs. 3.23; affiliational - 3.96 vs. 2.70; emotional - 3.88 vs� 
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3.30), whereas there are no significant discrepancies in the other two types of 
perceived and desired support. 
Summarizing the type of social support that the respondents most desired to receive 
from each source, the result is presented as follows (Table 15): 
Table 15: Types of social support most desiredfrom each source 
Sources Types of social support most desired 
Family Emotional support 
Friends Emotional support 
Helping Professionals Informational support 
• 
Table 16: Preferences for social services in different periods of bereavement 
Table 16-1: Just after death of their spouse 
Social Service 1st Priority 2nd Priority 3rd Priority 
Desired 
Counselling Service 26 (37.0%) “ 9(12.9%) 4(5.7%) — 
Financial Aids 15(21.4%) ‘ ~ 11(15.7%) * 3(4.3%) “ 
Funeral Service "6(8.6%) 4(5.7%) 3(4.3%) 
Social Recreational 0(0%) 0(0%) 2(2.9%) 
Activities 
Compassionate 2(2.9%) 3(4.3%) 1(1.4%) 
Rehousing 
Tutoring Service 3 ^ % ) “ 2(2.9%) 1(1.4%) “ 
"gJld Care Service 2(2.9%) — 1(1.4%) T(1.4%) 
l^Placement T^.4%) 一 0(0%) 0(0%) 
10Igion.Service 雨％) 0(0%) 1(1.4%) 
Blank |0(0%) , |0(0%) |0(0%) 
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Table 16-2: Within halfyear 
Social Service 1st Priority 2nd Priority 3rd Priority 
Desired 
Counselling Service “ 19(27.1%) ^(10%) 3(4.3%) 
Financial Aids 8(11.4%) 7^ .7%) 1(1.4%) 
Social Recreational 6(8.6%) 3(4.3%) 3(4.3%) 
Activities 
Compassionate 3(4.3%) 1(1.4%) 0(0%) 
Rehousing 
Tutoring Service ~ 1(1.4%) "5(0%) 0(0%) 
""5FildCareService ^2 .9%) 1(1.4%) 0(0%) 
Home Help Service 一 1(1.4%) 0(0%) 0(0%) 
Religion Service “ 0(0%) ^ 0 % ) 1(1.4%) 
" B k ^ |30(42.9%) |52(74.3%) |60(85.7%) 
Table 16-3: Recent month (after at least halfyear ofspouse's death) 
Social Service 1st Priority 2nd Priority 3rd Priority 
Desired 
Counselling Service 9(12.9%) ^ 9 % ) 5(7.1%) 
Financial Aids “ 11(15.7%) 1 ^ 9 % ) 0(0%) . 
Social Recreational 11(15.7%) 3(4.3%) 0(0%) 
Activities 
Compassionate 6(8.6%) 9(12.9%) 3(4.3%) 
Rehousing 
Tutoring Service ~ 3(4.3%) � ( 0 % ) Q(Q%) 
Child Care Service “ 1(1.4%) 0(0%) — 0 ( 0 % ) 
Home Help Service ~ 1(1.4%) ‘ ~0{0%) - 0(0%) — 
Job Placement “ 2(2.8%) ^(0%) 0(0%) 
Religion Service "0(Q%) 1(1.4%) 0(0%) 
lBla^ |26(37.1%) |53(75.7%) 62(88.6%) 
From the data shown above, the respondents have different needs in different period 
of bereavement and their preferences for services are prioritized as follows: 
I 
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(1) Just after death of their beloved -
lST Priority: Counselling (37.1%), financial aids (21.4%), funeral service 
( 8 . 6 % ) . 
2 � Priority: financial aids (15.7%), Counselling ( 1 2 . 9%)� f l i n e r a l service 
(5.7%). 
3 � Priority: Counselling (5.7%), financial aids (4.3%), flineral service (4.3%). 
(2) Within six months after spouse death -
lST Priority: Counselling (27.1%), financial aids (11.4%), social recreational 
activities (8.6%). 
2^^ Priority: Counselling (10%), financial aids (5.7%), social recreational 
activities (4.3%). 
3 � Priority: Counselling (4.3%), social recreational activities (4.3%). 
� Recent month (after at least halfyear ofspouse death)-
STT • 1 Priority : social recreational activities & financial aids (both are 15.7%), Counselling (12.86%), compassionate re-housing (8.57%). ND 2 Priority : social recreational activities (12.9%)’ compassionate re-housing 
(4.3%), Counselling & financial aids (both are 2:9%). 
3 � Priority : Counselling (7.1%), social recreational activities (4.3%). 
/ _ 
From the above information, both counselling services and financial aids remain a 
higher priority of the respondents throughout the three phases of bereavement. 
However, their need for counselling decreases as time passes by, while their need for 
social recreational activities increases. Forty respondents (57.1%) did not know 
where to obtain the above service, and only fourteen (20%) respondents were 
satisfied with the service rendered (Figure 10). 
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Fig. 10 Satisfaction with the Professional Services 
• 
Inappropriate Support from family, friends and helping professionals 
Among the 70 respondents, 16 (22.9%) of them perceived inappropriate or unhelpful 
advice/support from t l t ^ family/relatives (Figure 11)，with eight (11.4%) 
respondents being blamed for contributing-to their spouses' death, and five (7.1%) 
respondents being advised to throw away their spouses' things ....etc.(Figure 11). 
The things that made them most distressed are listed in Figure 12. 
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Perceived inappropriate suggestions «™™B>™„«™™«„„™„™«„™™«„„„«„™™™_„„_ 
^iMMiMMMMMiaiiBMMt|22.9% 
Tothrowawayhis/herthings g ^ ^ ^ 7 . 1 % 1^5¾¾^¾¾^^¾^^¾¾^  
T o f � — e r 1 ^ ^ 7 . 1 % 
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To travel ,隱『懼 _ ^ , ^^^4.3% 
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Fig. 11 Inappropriate Suggestions from Family 
• 
OV = 70) 
B lamed on their fault | j 工作 
Did not understand me �� 9% 
To throw away his/her things � � p % 
Not to marry again | ^ '4% • 
Refused to give financial aid | ^ 4% 
To seek another partner | j^  作 
To forget him/her | 工 <% 
No inappropriate advice ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ ^ p ^ ^ ^ ^ ^ ^ ^ ^ M ^ y p W M y ^ 1 ， 
^ * ™ ^ ^ ^ ^ ^ ^ ^ ™ ^ ^ ^ ^ ^ ™ ^ ^ ^ ™ ™ I 1 0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 
Fig. 12 The Most Distressful Thing Done by Family 
98 
Thirteen (18.6%) respondents perceived inappropriate or unhelpful advice/support 
from their friends (see Figure 13), with six (8.6%) respondents being advised to 
forget their spouse and another six (8.6%) being advised to seek another partner (for 
details see Figure 13). The things that made them most distressed are listed in Figure 
14. Unfortunately, two (2.9%) respondents perceived inappropriate or unhelpful 
advice/support from helping professionals (Figure 15). They complained about their 
financial aids being deducted by the social security staff upon their spouse's death 
and they were not informed of their right to have telephone charges reimbursed. 
Perceived -ppn)priate s u g g e s t i o n s � • , ^ ^ ^ y v y v ^ t ^ - ^ i8.6% 
To foreet him/her 1 . __... 
tef^W^f^S 8.6% 
Tosee .anotherpa.ner ^ ^ ^ 3 . 6 % . 
To travel gt^^4 .3% 
•* * f t ^ - *^^yww^ j^ : 
T � — — t ^ % • 
To throw away his/ her things 國 ^ 奶 
^ ^ ^ j I I I 0% 5% 10% 15% 20% 
/ • 
Fig. 13 Inappropriate Suggestions from Friends 
» 
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(N = 70) 
To seek another partner ^ p ^ 7% 
Refused to meet g 2 9% 
To throw away his/her things | 工 ^% 
To busy yoursetf | � <% 
Critizied the survival spouse _ ^ ^% 
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Fig. 14 The Most Distressful Thing Done by Friends 
• 
Perceived ^8¾¾>^^!^^^^^^^^^;^¾^^^^^,*^^ iffwt^t^^^--- • ^ 
— _ ^ ^ ^ 5 a z m -/ • 
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Fig. 15 Inappropriate Suggestions from Helping Professionals 
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Nevertheless, 31(45.7%) respondents perceived ‘quite strong�overall support f rom 
their families, friends and helping professionals, only 14 (20%) perceived litt le or no 
support f rom them (Figure 16). 
Very strong + Q # @ # : 3 , 
18.6% 
No support at all 
1.4% ^ ^ ^ ^--^^ 
― 八 A 
18.6% / • \ / , . \ Quite strong ‘ \ / ' ' “ • ''1 27.1% w 
^ ^ K i Z ^ ^ ^ ^ ^ ^ ^ i ^ ^ S S i S > ^ 
^ * * *iVii^ a;ig |^j^ y i^)fy f^tfe"2aw-^ Fair 34.3% . 
Fig. 16 Overall Perceived Support from Family, Friends 




5.3.3 Quality of life of the respondents 
The quality of life of the respondents is calculated by mean scores, with mean value 
1 - 4 indicating the poorer quality; 4.1 - 6 indicating the fair quality; and 6.1 - 9 
indicating the better quality of life perceived by the respondents. In this study, the 
mean scores of the respondents on quality of life ranged from 3 to 8.78 (Appendix 
3). The mean score of the Quality of Life Scale in this study is 6.195, with a standard 
deviation of 1.213. As shown in Appendix 3, three (4.3%) respondents fall within the 
range of 1 - 4 (poor quality of life), 28 (40%) fall within the range of 4.1 - 6 (fair 
quality of life), and 39 (55.7%) fall within the range of 6.1 - 9 (good quality of life). 
Such results revealed that the overall quality of life of the respondents was above 
average. 
Item 2 (relationship with family) displayed the highest mean score (7.12), and Item 3 
(participation in activities and development of interest) displayed the lowest mean 
score (5.41) among the other items (Figure 17). • 
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Fig. 17 Quaiiiy oi Life of the RespOiiJeiiis 
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5.4 Impact of Demographic Characteristics of the respondents on the 
other variables (Perceived stress, Social Support, Quality of Life) 
In this study, T-test, ANOVA (Analysis of variance) and r-test are employed to 
analyse the relationship among different demographic characteristics and the major 
variables (Perceived Stress, Social Support, and Quality of Life). The analyses are 
based on 70 respondents, but there are some missing cases in some items of the 
major variables. 
5.4.1 Impact of Demographic Data on Perceived Stress 
The result revealed that most demographic data did not have any significant impact 
on the overall perceived stress, except for gender and age. 
1. Gender 
Significant differences exist in gender (t-value=1.43, p<0.05) . As shown in Table 17 
below, t-value is significant in this test. The null hypothesis that gender does not 
make any difference in the magnitude of stress perceived by respondents will be 
rejected. Therefore，the alternative hypothesis in contrast that difference in gender 
shows different magnitude of stress perceived by the respondents will be accepted, 
with mean value of the female respondents (2.67, S.D. = .51) higher than that of male 
respondents (2.40, S.D. = .87), indicating" that the female respondents perceived 
higher stress than male. 
Table 17: T-test ofPerceived Stress by Gender 
Sex Mean S.D. Cases 
M ^ 2M Oll B 
Female 2 ^ 0^7 45 
The gender difference is further compared with each item of perceived stress. The 
result revealed that there are significant aifferences existing in the ioiiowing items: 
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Item 3: Loneliness (t-value = 1.14, p<0 .05) 
* Mean value of the male respondents in this item (3.20, S .D.= 0.69) is higher than 
that of the female respondents (2.87, S.D. = 1.18), indicating that the male 
respondents perceived higher stress on their loneliness than that of the female 
respondents. 
Item 6: Fear of relating to other couples (t-value=2.06, p<0 .05) (missing case: 1) 
* Mean value of the male respondents in this item (1.46，S.D.= 0.83) is lower than 
that of the female respondents (1.98, S.D. = 1.08), indicating that the male 
respondents perceived less stress in relating to other couples than that of the 
female respondents. 
Item 7: Loss of sense of security (t-value=4.75, p<0.01) 
* Mean value of the male respondents in this item (l.Q8, S.D. =0.40) is much lower 
than that of the female respondents (2.47, S.D. = 1.43), indicating that the female 
respondents perceived remarkably higher stress in losing sense of security than that 
of the male respondents. 
Item 11: Maintenance of family equipment (t-value=5.37, p<0 .01) 
* Mean value of the male'respondents in this item (1.20，S.D. = 0.50) is much lower 
than that of the female respondents (2.62, S.D.= 1.27)，indicating that the female 
respondents perceived remarkably higher stress in dealing with maintenance of 
family equipment than that of the male respondents. 
2 。 物 
The strength, direction and probability of linear association between the different 
ages of the respondents and the major variables including quality of life, perceived 
stress and social support (overall and each source) have been assessed by Pearson's 
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correlation (r-test). It is revealed that age difference shows significant impact on only 
the perceived stress of the respondents. It shows significant and negative but not 
strong correlation with their perceived stress (r = - 0.32, p<0.01) , indicating that the 
younger the age of the respondents, the higher the magnitude of stress they will 
perceive. The null hypothesis that different age does not associate with the stress 
perceived by respondents will be rejected, and the alternative hypothesis in contrast 
will be accepted. The age difference is further assessed for its relationship with each 
items of perceived stress (Table 18). 
Table 18: Pearson 's Correlation between age and each item ofPerceived Stress 
Items of Perceived Stress 
Age Op p l ~ ~ ~ ~ p 2 ~ ~ ~ p I ~ ~ ~ p ~ ~ ~ ^ ~ ~ p 6 ~ ~ ~ ^ ~ ~ p 8 ~ ~ F ^ ~ ~ plO pl l pl2 pl3 
-•32** - .14 - .11 - .05 - .15 -.12 -.20 -.31** -.17 -.18 -.29* -.30* -.51** -.14 
(70) (70) (70) (70) (70) (41) (69) (70) (70) (70) (66) (70) (66) (70) 
Note: * P<0.05 , **P< 0.01 Op = Overall perceived stress pl to pl3 = 13 items of perceived stress 
In Table 18, age difference shows significant and negative correlation with item 7 
(loss of sense of security), indicating that the younger respondents perceived higher 
stress than the older respondents in the loss of sense of security. It also shows 
significant and negative (though not strong) correlation with item 10 (difficulty in 
relating to children) and item 11 (maintenance of family equipment). Among the 
thirteen items of perceived stress, age difference shows stronger and negative 
correlation (r = -.51, p < 0.01) with item 12 (dual parenting role), indicating that the 
younger respondents perceived higher stress- in playing dual parenting role than the 
older respondents. 
5.4.2 Impact of Demographic Data on Social Support 
No significant impact of the demographic data on social support is found in this 
study. 
5.4.3 Impact of Demographic Characteristics on QuaIitv of Life 
No significant impact of demographic data on quality of life is found in this study. 
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5.5 Relationships between Stressor, Perceived Stress, Social Support 
and Quality of Life 
The association between the variables namely stressor, perceived stress, social 
support and quality of life will be presented in this section. Pearson's correlation is 
employed to analyse the strength and direction of association between the variables. 
Linear relationships between the variables are assessed to decide whether further 
analysis will be applied. Overall, the major variables show weak to medium 
correlation with one another, except for the correlation between stressor and 
perceived stress which shows a large correlation coefficient and a very strong 
relationship. In testing the moderating effect of social support on the strength of 
relation between perceived stress of bereavement and quality of life, multiple 
regression analysis by stepwise method was used. From the results shown below, 
some hypotheses set in this study are supported. Before presenting the relationships 
between the variables, the hypotheses that have been set in advance are presented as 
follows : • 
1. The more frequently the stressor occurred on the bereaved, the poorer the 
quality of their lives will be. 
2. The higher the magnitude of stress perceived by the bereaved, the poorer the 
quality of their lives will be. 
3. The more frequently the stressors occurred on the bereaved, the higher the 
magnitude of their perceived stress will be. 
4. The lower the magnitude of stress perceived by the bereaved, the less the 
effect of the stressors on the quality of their lives will be. 
5. The higher the level of positive social support perceived by the bereaved, the 
better the level of the quality of their lives will be; whereas the higher the 
level of negative social support perceived by the bereaved, the poorer the 
quality of their lives will be. 
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6. The higher the level of positive social support perceived by the bereaved, the 
lower their level of stress and the better the quality of their lives will be; 
whereas the higher the level of negative social support perceived by the 
bereaved, the higher their level of stress and the poorer the quality of their 
lives will be. 
5.5.1 Relationship between Stressor and QuaIitv of Life 
The relationship between stressor and quality of life is presented in the below 
correlation matrix (Table 19). The results show that: Stressor shows a moderately 
high and negative correlation with quality of life (r = - 0.66，p< 0.001)，indicating 
that the more frequent the stressor occurs on the respondents, the poorer the quality 
of their lives will be. In other words, the likelihood of quality of life rises as 
occurrence of stressor on the respondents decreases. As the observed significance 
level is smaller than 0.001，the null hypothesis that there is no linear association 
between the two variables in the population was rejected. 
Table 19 : Pearson，s correlation between 
Stressor, Perceived Stress and Quality ofLife 
Quality of Life 
Stressor - 0.65** • 
Perceived stress - 0.67** 
* * p < 0 . 0 0 1 
5.5.2 Relationship between Perceived Stress and Quality of Life 
The relationship between perceived stress and quality of life is presented in the 
above correlation matrix (Table 19). The results show that: perceived stress shows a 
moderately high and negative correlation with quality of life (r = - 0.67, p<0.001), 
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indicating that the higher the magnitude of stress perceived by the respondents, the 
poorer the quality of their lives will be. In other words, the likelihood of quality of 
life rises as level of perceived stress of the respondents declines. As the observed 
significance level is smaller than 0.001，the null hypothesis that there is no linear 
I association between the two variables in the population was rejected. 
Perceived stress is further assessed by its relationship with each item in the quality of 
life scale (Table 20). It is revealed that the perceived stress of the respondents shows 
a moderately strong correlation with all items of quality of life, except item 2 
(relationship with family). As significant levels of all correlation of the items are 
smaller than 0.01，the null hypothesis that therfe is no linear association between the 
two variables (perceived stress and each item of quality of life) in the population was 
rejected. 
Table 20 : Pearson's correlation between Perceived Stress and each item ofQuality of Life 
ql q2 ^ q4 q5 ^ q7 q8 ^ 
Perceived~~ -0.54* -0.3i* -0.45* -0.58* -0.44* -0.53* -0.66* -0.46* -0.52* 
stress 0 ^ (70) (69) (70) (70) (70) (70) (70) (70) (70) 
* P < 0.01，q 1 to q9 = Item 1 to 9 of quality of Ufe 
5.5.3 Relationship between Stressor and Perceived Stress 
The relationship between stressor and perceived stress is presented in a correlation matrix 
(Table 21). The result shows that stressor is strongly correlated with perceived stress (r = 
0.97 p<0.001). The 13 items of the two variables are also strongly correlated (ranging from 
r = 0.77 to r = 0.95) with one another. 
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Tahle 21 : Pearson's correlation between Stressor and Perceived Stress 
Perceived 
siress 
S t r e s s o r ~o^ i 2 3 4 5 6 7 8 9 w n n i s ~ ~ 
Os 0.97** 
1 0.7>» 
2 0.87'* ‘ 
3 0.81^ 
4 0.90«^ 
5 0 .89^ 
6 0.93 ‘^ 
7 0.95*< 
8 0 . 8 5 « 
9 0.95'« 
10 0.89^ 
11 0.87" 12 
�� • ‘ 0.9lAx 
13 0.84^* 
Note : Os = Overall stressor, Op = Overall perceived stress, 1 to 13 = item 1 to 13 of both subscaIes 
**p<0.001 
As it has been proven that both variables (stressor and perceived stress) show no difference 
in measuring the same life change event, the correlation test for these two variables in this 
study is just for cross concept validation. There is no need to do further tests for the 
mediating effect assumpd. As perceived stress represents the magnitude of stress 
experienced by respondents which can better reflect their subjective feelings to 
bereavement, the researcher will continue to take it as the independent variable to make 
correlations with the other two variables: social support and quality of life. 
5.5.4 Relationship between Social Support and Perceived Stress 
A. Positive social support and perceived stress 
Among the three sources of social support (from family, friends, and helping professionals) 
of the respondents, the results show that: Only overall social support from family shows a 
significant (though weak) and negative correlation with perceived stress of the respondents 
(r = - 0.39, p<0 .01 , N = 52), indicating that the higher the perceived level of social support 
from family, the lower their level of stress will be. Upon breaking down the overall social 
support from family into the four types of support and using Pearson's correlation to test the 
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•correlation between perceived stress and these support, it is found that only instrumental 
support has a moderately strong and negative correlation with overall perceived stress (r = _ 
0.48，P<0.G1), maicating that the higher the perceived level ofinstrumental support from the 
family，the lower their level of stress will be. This is further examined with the thirteen 
items ofperceived stress. As shown in Table 22 below, it is found that instrumental support 
from family shows a moderately strong and negative correlation with item 7 (loss of sense 
of security) and 9 (making decision alone) of the perceived stress of the respondents. 
However，the response rate of instrumental support from the family is too low to ftirther 
infer the existence of a relationship with perceived stress in the broader population. 
T— 22: Pearson^s correlation between Instrumental Supportfrom Family andPerceived Stress 
~ Items of Perceived Stress 
Instru. up | p x j p 2 [p3 | p 4 | p 5 | p 6 |p7 | p 8 | p 9 |plO | p l l | p i 2 | p i 3 ' 
support -0.48* -0.06 -0.11 -0.23 -0.34* -0.26 -0.11 -0.61* -0.44* -0.59* -0.29 -0.31 -0 30 -0 08 
( N ) (34) (34) (34) (34) (34) (21) (34) (34) (34) (34) (33) (34) (33) (34) 
mte: =^  P < 0 . 0 5 Op = overall perceived stress~~ pX topl3 = 13itemsLfperLivedsLss ————‘ 
There is no significant correlation between the ‘overall�social support from friends and the 
perceived stress. However, when it is broken down into four types of social support and 
these are tested with the perceived stress by Pearson's correlation (Table 23)，the 
informational and instrumental support from friends show medium and negative correlations 
with perceived stress, with correlation coefficients: - 0.50 ( N = 4 0)� a n d - 0.56 (N=26), 
p < 0 . 0 1 respectively. 
The two types of social support from friends are further examined with the 13 items of 
perceived stress. As shown in Table 25 below, it is found that informational support from 
friends shows a moderately strong and negative correlation with item 10 (difficulty in 
relating to children) and 12 (stress on dual parenting role) of the perceived stress of 
respondents, and instrumental support from friends shows a moderately strong and negative 
correlation with item 7 (loss of sense of security), 9 (making decision alone), 10 (difficulty 
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in relating to children), and 12 (stress on dual parenting role). However, the response rate of 
instrumental support from friends is too low to further infer the existence of a relationship 
with perceived stress in the broader population. 
Table 23: Pearson 's correlation between Informational and Instrumental Support from Friends 
and Perceived Stress 
Items of Perceived Stress 
Inform.~~^ PS |1^ jl^ 3 f ^ [ ^ | ^ | ^ f ^ H^ f^~~["JH~~~F^~~^3~~ 
support --50** -.06 -.33* -.18 -.30 -.20 -.16 -.38* -.39* -.39* -.51** -.16 -.41* -.30 
(N) (40) (40) (40) (40) (40) (23) (39) (40) (40) (40) (36) (40) (36) (40) 
Instru."""Op ^1 ^ ~ ~ ~ ~ ^ p4 "^ 1 ^ 1^ ^ ~ ^ ~ " ^ ~ ~ ^ H ~ ~ ^ ~ " f B ~ ~ 
support --56** -.35 -.34 -.23 -.29 • -.43 -.13 -.43/^  -.27* -.40* -.44* -.38 -.42* -.18 
(N) (26) (26) (26) (26) (26) (15) (26) (26) (26) (26) (24) (26) (24) (26) 
Note: * P<0.05, **P< 0.01 Op = Overall perceived stress pl to pl3 = 13 items of perceived stress 
B. Negative social support and perceived stress 
As shown in Figures 11，13，15，the responses to ‘Yes’ (receiving inappropriate support 
from family, friends, and helping professionals) are too small compared with responses to 
‘ N o �. There is no significant difference of impact between the two groups on perceived 
stress. 
5.5.5 Relationship between Social Support and Quality of Life 
A. Positive social support and quality oflife 
Among the three sources of social support (from family, friends, helping professionals) of 
the respondents, both the overall support from family and friends show significant (though 
not strong) and positive correlations with quality of life of the respondents (r= 0.33，p<0.05, 
N = 52; r=0.39, p<0 .01 , N = 55 respectively). Upon breaking down the overall social support 
from family into the four types of support and testing them with quality of life by Pearson's 
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from family into the four types of support and testing them with quality of life by Pearson's 
correlation, it is found that only the affiliational support has a significant but not strong 
correlation with quality of life, with correlation coefficient: r =0.34, p<0.01 . This is further 
examined with the nine items of quality of life. As shown in Table 24, it is found that 
affiliational support from family only shows medium and positive correlation with item 2 
(relationship with family) of quality of life of the respondents, indicating the higher the 
perceived level of affiliational support from family, the better relationship of the bereaved 
with his/her family. 
Tahle24 : Pearson 's correlation between Affiliational support from family and quality oflife ‘ 
QuaUty of Life 
AffiUational ~qI fq2 fq3 f ^ fq5 Fq6 fq7 f ^ fq9 
support .23 .47** .07 .29* .15 .30* .34* .32* .29* 
㈣ (51) (51) (51) (51) (51) (51) (51) (51) (51) 
Note: * P < 0.05，** P < 0.01 ql to q9 = item 1 to 9 of quality of life 
As in support from family, the overall social support from friends is broken down into four 
types of support and its relationship examined with overall quality of life using Pearson's 
correlation procedure. The results show that three types of support from friends are 
significantly correlated with overall quality of life of the respondents. These are presented as 
follows: 
Emotional support : r = 0.29，p<0.05, N=55 
Informational support : r = 0.53，p<0.001, N=40 
Instrumental support : r = 0.57, P<0.01 , N=26 
The three types of social support from friends are further examined with the nine items of 
quality of life (Table 25). The informational support from friends shows moderately strong 
correlation with items 4 (my mood and psychological state), 7 (overall quality of life on the 
above six aspects), 9 (my adaptation ability) of quality of life. However, the emotional 
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response rate of instrumental support from friends is too low to further infer the existence of 
a relationship with quality of life in the broader population. 
Table 25 : Pearson 's correlation between Emotional，Informational and Instrumental Support 
from Friends and Quality ofLife 
QuaHty of Life 
^[ r ^ Hq3 r ^ fq5 fq6 fq7 f ^ H ^ 
Emotional -.08 .20 .14 .30* .33* .35* .24 .25 .20 
support (55) (54) (55) (55) (55) (55) (55) (55) (55) 
Informational ^ 5 J 2 ~ ~ " " 3 ^ ^4^~~.41** .43**~".45**~"�40* .54** 
support (40) (39) (40) (40) (40) ‘ (40) (40) (40) (40) 
Instrumental � 4 ^ ~ " ^ 3 8 3 6 3 5 ^ ~ ~ � 4 ^ ^ ^54^"“^.61** 
support (26) (26) (26) (26) (26) (26) (26) (26) (26) 
Notes : * P<0.05, **P<0.01, ql to q9 = Item 1 to 9 of quality of life 
B. Negative social support and quality oflife 
As shown in Figures 11,. 13, 15，the responses to ‘Yes�(receiving inappropriate support 
from family, friends, and helping professionals) are too small compared with responses to 
‘ N o �. There is no significant difference of impact between the two groups on quality of life. 
5.5.6 Interrelationship between Perceived Stress, Social Support and Quality of Life 
In this study, multiple regression was used to find out how much of the variation in quality 
of life wasexplained by the predictors 'perceived s t ress�and ‘social support'. The direct 
effect of both of the variables on quality of life was also examined. Stepwise regression was 
selected as the regression method. Results show that the predictor 'perceived stress�which 
has the highest zero-order correlation with the criterion 'quality of l i fe�was entered first into 
the equation, with Beta: -0.67，R^ = 0.45, p<0.0001. The second predictor ‘overall social 
support' met the statistical criterion and was accepted into the regression equation, with 
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Beta: 0.24, p < 0 . 0 1 , R^was increased to 0.51. R^(the squared multiple correlation) was used 
to assess how much the proportion of variation in the criterion was accounted for by the 
linear combination of predictors (Cramer, 1994). R^change in the second step of the 
regression (Table 26) was only 0.06. This result indicates that the proportional increase in 
variation in quality of life explained by overall social support over perceived stress is very 
small. The interaction of perceived stress and overall social support as the third predictor 
was examined, but it failed to be accepted into the regression equation. Thus, it can be 
concluded that social support of the bereaved in this study did not have a moderating effect 
on the strength of relation between their stress and quality of life. Also, the stress of the 
bereaved overrides the effect of their social support on their quality of life. 
• / 
Table 26: Stepwise Regression of quality of life on perceived stress and social support 
Independent variable Dependent variable 
(Quality ofLife) 
Step 1 Step 2 
• Beta Beta 
Perceived stress - 0.67*** - 0.61*** 
Social support ‘ 0.24* 
R^ 0.45 0.51 
R^change 0.06 
N 68 67 
Note: *** p <0.0001 * p<0.01 
The thirteen items of the perceived stress were also put into the stepwise regression to assess 
which of them have significant direct effects on quality of life (Table 27). Results show that 
the item ‘the sense of an incomplete fami ly�was first entered as the first predictor, with 
Beta: - 0.66，R^= 0.43，p<0.0001. The second predictor 'depressed mood�was then entered, 
with Beta: -0.33，R^increased to 0.53. R^change in the second step of regression was 0.10. 
This result indicates that the proportional increase in variation in quality of life explained by 
'depressed mood’ over 'the sense of an incomplete family’ is still small. As it had been 
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.(~ change : 0.06), quality of life was regressed on the three sources of social support 
together with the above two items of perceived stress. Results reveal that only the social 
~ ~ 
support frol.Ll fticnds was accepted into the equation with R increased to 0.74. The R change 
was 0.22. This result indicates that the proportion of variation in quality of life explained by 
social support from friends over the two items of perceived stress is greatly increased. In 
other words, the hypothesis that social support from friends moderated the effect of 
perceived stress, especially 'the sense of an incomplete family' and 'depressed mood', on 
quality of life was supported. However, the response rate to this source of social support is 
too low to further infer the existence of a relationship with quality of life in the broader 
population. 
Table 27: Stepwise Regression of QualilJ:. of Life on 13 itemft of perceived stress and 3 sources 
of social support 




Item 8 of perceived stress - the sense of - 0.66*** 
an incomplete family 
Item 2 of perceived stress - depressed 
mood 
Social support from friends 
R4 





















Summarizing the above findings, the following hypotheses are confirmed: 
1. The more frequent the stressor occurred on the bereaved, the poorer the quality of their 
lives will be. 
2. The higher the magnitude of stress perceived by the bereaved, the poorer the quality of 
their lives will be. 
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Overall，social support has certain effects on the quality of life of the bereaved but these 
effects are much weaker than the main effect of the stress of bereavement. The findings on 
the relationship between stress of bereavement (stressor, perceived stress), social support 






In this chapter, the researcher will discuss the results, of the findings of this study. 
Firstly, the measuring tools of the study will be discussed. Secondly, the results of the 
findings in this study will be discussed. Finally, limitations of this research will be 
examined. 
6.1 Discussion on methodology of this study 
• / 
As revealed from the reliability test, except for the Social Support Scale, the measuring 
scales used in this study including the Stress of Bereavement Scale (Stressor Sub-scale 
& Perceived Stress Sub-scale) and Quality of Life Scale showed high internal 
consistency with Cronbach's alpha : 0.82，0.85, 0.89 respectively. 
Though the reliability test revealed that the Stress of Bereavement Scale could be 
« 
considered as a reliable tool to measure the stress of the bereaved, the scale did not 
provide adequate proportional coverage of the physical, psychological and social 
aspects of the subjects, and it needs to be reconstructed and tested in terms of validity 
for future use. 
Although the Quality of Life Scale (overall Cronbach's alpha: 0.89) used in this study 
has a higher degree of reliability than that of the original version of Ho's Scale 
(Cronbach's alpha: < 0.67)，more comprehensive tests to prove its reliability and 
validity for future use of this scale are recommended. Also, the researcher found that 
the subjects have difficulties in responding promptly to Item 5 (beliefs, spiritual life/ 
philosophy of life) and Item 9 (adaptation ability). These two questions might be too 
abstract for them to understand and answer. They need more explanation about these 
questions during the interview to exclude misunderstandings by the subjects and 
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different explanations being given by different interviewers. 
As mentioned before, the response rate of the subjects to the perceived social support 
from family, friend and helping professionals is not high enough to justify carrying out 
the reliability test. Only the part of desired social support from family, friends, and 
helping professionals (three sub-scales together) are measured with reliability test. The 
results showed that they had moderately high internal consistency, with 0.73，0.77， 
0.80 respectively. Upon evaluation, the researcher would like to recommend that part 
of the perceived social support should be asked in another way, for example, 
reminding them more about the substantial support they have received instead of 'yes 
/ n o � s o that higher response rates can be obtained. Also, the negative side of social 
support should be reconstructed on a 5 point likert scale in scoring so that it can be 
correlated statistically with other variables. Overall, the reliability of the social support 
scale in this study is not high. More work is needed to test it in terms of reliability and 
validity. 
6.2 Discussion on the results of the findings 
This study has taken a first step to understand the phenomenon of the stress and 
quality of life of the bereaved in Hong Kong. Besides, it has attempted to explore how 
the perceived stress of the subjects affects the quality of their livesand how social 
support affects the strength of impact of perceived stress on the subjects' on quality of 
life. The data produced from this study can help us to understand the above questions. 
In the following paragraphs, findings on respondents' profile and research hypotheses 
are discussed. 
118 
6.2.1 Profile of the respondents 
Totally, Seventy respondents participated in this study. Almost two-thirds of the 
respondents (64.3%) were female. The majority of the respondents in this study were 
young or middle aged adults (80%). The overall educational level of the respondents 
was not low (64.3% received education of/above junior secondary level). In 
considering their monthly income (median income of the working group: HK$ 9,500) 
and their living conditions (almost half of them are living in rented/private house), the 
financial conditions of the respondents are not bad. 
J [ Studying the relationship between the demograp]iic data and the major variables 
(stress, social support, quality of life), most demographic data had no significant 
impact on the variables; only gender and age significantly affected the overall 
perceived stress and some individual items of perceived stress of the respondents. 
Essentially, female respondents perceived higher stress than male in their 
bereavement. Specifically, the female respondents perceived higher stress in relating to 
other couples than that of the male, and also they perceived remarkably higher stress in 
both losing sense of security and dealing with maintenance of family equipment than 
that of the male. 
These findings are not surprising because the female respondents may still be affected 
by the traditional roles and values as female, such as being loyal to their husband even 
after they have died and being protected and less competent in electronics or 
mechanical maintenance. However, the male respondents perceived higher stress in 
their loneliness than that of female. This may reflect the fact that male in our Chinese 
culture are not used to sharing their weaknesses or negative feelings with others and 
they are traditionally expected to be strong in the eyes of their families. Some of the 
male respondents even mentioned that they felt embarrassed to enter the social / 
community centre for social activities. 
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Overall，the younger respondents perceived higher stress than the older ones. Perhaps 
the older people have experienced many hardships in their life, so they have better 
strength to face such life change events than the younger bereaved. Specifically, the 
younger respondents perceived higher stress in loss o'f sense of security, difficulty in 
relating to children, maintenance of family equipment and dual parenting role than the 
older ones. This may reflect the fact that the younger bereaved were not capable 
enough to cope with their family responsibilities as their children are still young. Also, 
it may reflect the fact that the support given to these younger bereaved was inadequate. 
We can confirm this observation from the demographic data of this study (Table 7) 
that the majority of the respondents have no relatives living with them (81.4%) and the 
frequency of contact with relatives is not high. This is in line with the study of Yeung 
(1986) that the prevailing style of family living in Hong Kong is the nuclear family. 
When a spouse of a nuclear family died, especially the bread-winner or the spouse who 
never take up the responsibility to take care of the children, these families are 
definitely in need of help from the existing social services or their social support 
network. The older respondents perceived less stress than the younger ones in family 
issues. Perhaps their children have grown up and moved out of their homes after 
marriage. 
No significant association was shown between age and some items that most 
respondents perceived as the main stressor, i.e. depressed mood, loneliness, financial 
difficulty, the sense of an incomplete family and situationAhing upset you. This 
implies that the above stated stressors are common to the bereaved despite their age 
differences. 
Among the thirteen items of perceived stress, respondents felt it most stressful in the 
sense of an incomplete family. This reflects the fact that the Hong Kong Chinese still 
value the family as their centre of living. 
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6.2.2 Discussion on the findings of the variables 




a) Stress ofbereavement 
Several stressors, including : ‘dual parenting role', ‘the sense of an incomplete 
f a m i l y�� ' d e p r e s s e d mood', 'upset', ‘ lonel iness�� ' f inancia l difficulty', and 
'decision making without support' were identified by the respondents as the main 
stressors of bereavement. Two stressors: 'the sense of an incomplete family' and 
'depressed mood' exerted ;^ignificant effect§ on the quality of life of the 
respondents. This finding supports part of the concepts of the stress theories of the 
Transactional Model (Cox & Mackay，1978; Lazarus & Folkman，1984) and the 
Need Model (Caplan, 1964; Weiss, 1974). Specifically, the dual parenting role, 
financial difficulty and decision making without support are demands that the 
bereaved feel are stressful to face with their inadequate coping capacity or personal 
resources. This supports the concept ‘fitness of a person and environment' of the 
Transactional Model. The sense of an incomplete family, depressed mood, upset 
and loneliness of the bereaved spell out the concept 'satisfaction of interpersonal 
needs' of the Need Model that the bereaved are not satisfied with their emotional 
and social needs due to the 'supplies' from the deceased being cut off. 
Nevertheless, the stressors may be relevant to bereavement but no casual relation 
can be confirmed because this is a cross sectional study at one time. However, the 
concept 'cognitive appraisal' of Transactional Model can not be supported as the 
mediating effect of perceived stress on the relationship between the stressors and 
the quality of life of the respondents was not examined due to the fact that the 
correlation coefficient of the two variables is too high (r = 0.97), indicating that 
neither variable (stressor and perceived stress) shows a difference in measuring the 
same life event. 
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Overall, only a few of the respondents (5.7%) felt very/quite stressed (mean value 
over 3.6) in their bereavement. Half of the respondents felt somewhat under stress. 
Apparently, the ratio of the respondents suffering from stress in need of help is not 
high. However, considering the time that the respondents were interviewed (at least 
after half a year after the death of their spouse), this group of people should not be 
neglected. Bereavement services should be addressed to their needs so as prevent 
worsening of their mental health and family problems. Also, those bereaved feeling 
somewhat under stress in their bereavement should be helped in order to ease their 
stress and improve the quality of their life. 
• • 
b) Social support perceived by the respondents 
In this study, about half of the respondents (45.9%) had contacts with their relatives 
and over half of them (55.7%) had contacts with their friends at least once or twice 
per week. According to the r-test, only the frequency of contact of the respondents 
with their friends shows a signif;cant and positive correlation with their perceived 
social support. Receiving more frequent contacts from friends, the respondents 
perceived higher levels of social support. 
There are nine respondents who had no contact with their relatives and seventeen 
respondents who had no contact with their friends. Thirty respondents did not 
participate in any organization regularly. Some of these respondents may need other 
forms of social relations provided by the service providers, such as social clubs and 
self help groups. 
Overall, most respondents were satisfied with the social support from family, friends 
or helping professionals. Specifically, affiliational support from family and friends, 
and emotional support from helping professionals were usually perceived as 
satisfactory. However, the results also reveal that emotional support was most 
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desired by the respondents from family and friends, and informational support from 
helping professionals. Moreover, the perceived affiliational and emotional support 
from helping professionals exceeds the amount desired. 
These findings may reflect three facts: firstly, the type of social support from each 
source most desired by the respondents seems to be different from that of their 
perceptions. Secondly, the informational support given to the respondents might not 
be enough to make them feel safe to go ahead with the tasks of bereavement and the 
respondents expected to obtain more informational support from helping 
professionals rather than from their family or friends. Perhaps many Hong Kong 
people already know the heavy workload and 'the roles of helping professionals, 
therefore, they did not expect to receive too much affiliational or emotional support; 
rather they expected to obtain informational support from helping professionals. 
From the findings of undesirable social support, we can confirm that because there 
are a considerable number of respondents who chose not to desire informational 
support from their families, they may think that their family members are not capable 
of giving advice m some areas. Thirdly, although emotional support from their 
families was most desired by the respondents, there were considerable numbers of 
respondents who chose not to seek emotional support from the family. These people 
might be afraid to burden their family members too much so they preferred to 
suppress such needs. This phenomenon seems to reflect the characteristics of 
Chinese families. Many Chinese parents are over-protective to their children. They 
suppress their love and worries towards their family members rather than expressing 
their feeling. They often prefer to handle their sorrow by themselves. This may not 
be helpful in resolving their grief. In counselling, it is common for many people to 
suffer from losses which happened long ago. These findings may be useful to help 
professionals to detect such issues as early as possible for effective resolution of 
grief. 
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Moreover, the impact of bereavement is so great that all family members, other than 
the bereaved spouse, may also suffer from losing the deceased. The bereaved 
spouses may think that their family members are not the appropriate persons to give 
them emotional support and so they may refrain from seeking emotional support 
from them. This suggests that the helping professionals can do something, such as 
conducting family interview for them to facilitate mutual support among them. 
Among the three sources of social support, only social support from friends 
moderated the effect of perceived stress especially 'the sense of an incomplete 
family，and 'depressed mood，on quality of life (though the response rate is not high 
enough). This is in addition to the result that frequency of contact with friends is 
positively associated with the affiliational and emotional support perceived by the 
respondents. This implies that friends may be more appropriate than other family 
members to comfort and support the bereaved. Support f rom friends may satisfy the 
bereaved's need for social relations and alleviate their grief to a certain extent. These 
are both important parts of quality of life. 
« 
The result that instrumental support is the type of support least desired by the 
respondents and that a considerable number of them (18.6%) did not desire to 
receive instrumental support from the family reflects the Hong Kong Chinese fear, 
despite their own needs, of putting too much trouble on their families. Such attitudes 
may lead to the quality of their lives descending to lower levels. Thus, the helping 
professionals may have to take more initiative in helping these kinds of bereaved 
persons. This help might include providing tangible aids or even making referrals for 
them. 
The number of respondents feeling that it was helpful to receive support from the 
three sources is lower than their level of satisfaction. This reflects the fact that the 
respondents might be showing restraint or appreciation to the persons who gave 
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support to them though this support might not be helpful in face of the difficulties in 
bereavement. 
A considerable number of respondents perceived inappropriate support from their 
family or friends. Due to the death issue being a taboo subject among the Hong Kong 
Chinese, and the lack of promotion of death education, people may be ignorant about 
the needs of the bereaved. Thus, it is not surprising that people may give 
inappropriate advice which may be negative or detrimental to the well being or 
quality of life of the bereaved. Eight (11.4%) respondents were most distressed at 
being blamed for their faults. This result may reflect the fact that the traditional 
Chinese family often attributes* the unfortunate event to the fault of the victim. This 
wi l l probably induce the guilty feeling of the bereaved. To promote death education 
among the general public is worthwhile. It may help to change the attitude of the 
relatives and friends around the bereaved. Also, the inappropriate support of the 
helping professionals (though the number is small compared with the above two 
sources of support) should not be overlooked. The bereaved would feel very 
frustrated and refrain from seeking help from others. This result suggests that the 
helping professionals need to be equipped with the knowledge and skill of 
bereavement counselling. 
The preferences of respondents for social services in different periods of 
bereavement revealed that the bereaved want to receive tangible aids such as 
financial aids, funeral advice, counselling in the sense of comfort, concern, or 
informational support in the initial stage of bereavement. 
The need for counselling within six months after the death of their spouse still 
occupied an important position. This may reflect the need for resolution of grief in 
this period. As time passes, the need for social-recreational activities increases. 
Perhaps they have more energy to deal with their family responsibilities and they 
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face the issue of re-involvement wi th new relations. During the period from the 7^ 
month to 24^ month after the death of their spouse, the counselling service was 
given a lower priority by the bereaved. The result suggests that the bereaved in later 
stages of bereavement may benefit f rom family life education and social-recreational 
activities. ‘ 
Overall, the social support perceived by the respondents are quite strong, with nearly 
half of them (45.7%) perceiving strong support from the three sources. About 20% 
of the respondents may need help from helping professionals. 
The findings show that over half of the respondents did not know where to obtain the 
stated social services. The results either indicate that the information about social 
services is not easily accessible for the bereaved, or the informational support from 
helping professionals may not be enough, or the information was given to them but 
somehow they cannot fully comprehend it because they might be overwhelmed with 
grief and mentally occupied with the deceased. This result suggests that the helping 
professionals in hospitals should make their informational support more accessible to 
their clients and reassure them help is available. Also, the way of rendering 
informational support from helping professionals should be re-evaluated. In this 
study, two thirds of the respondents did not receive or clearly remember whether 
they were given informational support by the helping professionals in dealing with 
the corpse, and where to obtain relevant aids. This implies that informational support 
may be ineffectively rendered in many hospitals with hospice services. The situation 
might be even worse in acute hospitals. 
The results revealed that there is no significant impact of demographic data on social 
support. This indicates that people coming from whatever background and socio-
economic class may or may not perceive social support in their bereavement. 
Perhaps the impact of conjugal bereavement is so great that many bereaved people 
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may not be receptive to social support. Although no impact of demographic data is 
found on social support of the respondents, it may be too early to make conclusions. 
More study is needed in this area, using a more representative sample. 
c) Quality of lifes 
Overall, the results reveal that the quality of life of the respondents was above 
average. A t each single item, the respondents perceived the best quality of life in 
their relationship with the family. It is generally believed that good relationships 
between family members may stimulate mutual support and thus better resolve their 
grief. This w i l l be further examined and discussed in paragraph (d). 
• / 
Among the other items, respondents' mood and participation in activities seemed to 
be lower. The phenomenon is common among the bereaved as they are depressed 
by such a great loss. Usually, people in a depressed state do not want to be sociable. 
Those who are wil l ing to accept a stranger in interviewing them have shown that 
they have overcome their distress to a certain extent. Thus, similar to the reporting 
of stress experienced by the respondents, there may be a risk of under-reporting the 
reality of the quality of life of the bereaved because those bereaved in depressed 
states may not be wil l ing to be interviewed. The letter from a respondent sent to the 
researcher may be a good example to illustrate the situation of the bereaved 
(Appendix 10). 
This study also revealed that demographic data had no significant impact on the 
quality of life of the respondents. This suggests that the quality of life of the 
bereaved is not affected by their gender, education level, or financial condition. 
d) Relationship among stressor, perceived stress and quality oflife 
Both Hypothesis 1 (the more frequent the stressor occurred on the bereaved, the 
poorer the quality of their lives wi l l be) and Hypothesis 2 (the higher the magnitude 
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of stress perceived by the bereaved, the poorer the quality of their lives w i l l be) 
were supported by the correlation data (Table 21) and multiple regression result 
(Table 28). As the correlation test (Table 23) has shown that the correlation 
coefficient of the independent variables (stressor & perceived stress) was too high 
( r=0.97) , Hypothesis 3 (The more frequent the stressors occurred on the bereaved, 
the higher the magnitude of their perceived stress wi l l be) can not be said to be 
supported. Thus, Hypothesis 4 was not examined. However, the perceived stress of 
respondents was chosen to further assess its relationship wi th nine items of quality 
of l ife. The correlation coefficient among them ranged f rom - 0.31 to - 0.66. A l l of 
them were in the negative direction. The item ‘relationship wi th family， is found to 
be the lowest correlated item with perceived stress. Perhaps when a family member 
died, all family members suffered and they might not have the energy to support 
one another. This explains why the bereaved in this study stil l perceive stress 
especially in dual parenting role and the sense of an incomplete family, though they 
treasured their relationship with family. Moreover, death is still a taboo in the 
cultural context of Hong Kong Chinese, which also hinders the meaningful 
communication of.the death issue among them and in turn can not reduce the 
perceived stress of the bereaved in dealing with family problems. This finding is 
also in line with the studies of Lehman (1986) and Morgan (1989). 
e) Relationship between stress of bereavementy social support and quality of life 
The moderating effect of social support on stress of bereavement and quality of life 
was examined by multiple regression test. Also, the result of correlation tests 
revealed that social support from the three sources do not show strong correlation 
with quality of life of the respondents, and impact of negative social support on 
perceived stress and quality of life of the respondents cannot be clearly identified 
because of low response rates and measurement problems. Thus, Hypothesis 5 (the 
higher the level of positive social support perceived by the bereaved, the better the 
quality of their lives wi l l be; the higher the level of negative social support 
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perceived by the bereaved, the poorer the quality of their lives wi l l be) and 
Hypothesis 6 (the higher the level of positive social support perceived by the 
bereaved, the lower the magnitude of stress and the better the quality of their lives 
wi l l be; the higher the level of negative social support perceived by the bereaved, 
the higher their level of stress and the poorer the quality of their lives wi l l be) were 
not supported. In other word, there is no moderating effect of social support on the 
strength of the relation between stress of bereavement and quality of life of the 
respondents in this study. Also, effects of stress of the bereaved overrides the 
effects of their social support on quality of life. 
Based on the above findings, the theoretical framework of this study should be revised as 
below (Figure 18). The inter-relationships among the variables under study are illustrated. 
' • • - • - . - ^ - : 
The two variables ‘Stressor，and ‘Perceived stress，are linked together as they have been 
proven to have no difference in measuring the same life event. 'Perceived stress， 
becomes an independent variable, instead of being a mediating variable prior to the 
correlation test between the two variables done. 'Quality of life' remains as a dependent 
variable, while 'Social*support' is an intervening variable that moderates the relation 
between perceived stress and quality of life in this conceptual framework. The solid line 
is used to indicate the direct effect of perceived stress on quality of life. The broken line 
is for showing the moderating effect of social support. 
Stressor 
A 
” Percerred stress > Quality of life 
个 I I Social support 
Direct e f f e c t __ •—；> 
Moderat ing e f f ec t > 
Fig. 18 Revised Conceptual framework of this research 
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6.3 Limitations of the Research 
Since death is still a taboo subject for many Hong Kong Chinese, many people, 
including the health professionals, avoid talking about death. Thus, the first major 
limitation of this study is that random sampling can not be drawn. Although the 
researcher has successfully obtained approval for conducting research from eleven 
hospitals (60% of original scope), most of the potential subjects provided by the 
hospitals are from hospice units or Oncology departments. This would mean that 
the result of data analysis and the findings are inadequate to generalize to the study 
population. This study would mainly serve as an exploratory study on the stress, 
social support and quality of Hfe of the bereaved in Hong Kong. 
Though this study has provided a starting point for understanding the needs and 
stress of the bereaved in Hong Kong, the respondents were interviewed six months 
to two years after their spouse's death as it may not be ethical or feasible to 
interview them earlier. The duration might have allowed some of the bereaved to 
adjust to new living conditions. As this is a one-time study, the changes 
experienced by them over time during the early months of bereavement have not 
been thoroughly examined. Moreover, some bereaved people in their low spirits 
might not be ready or open enough to accept such kinds of interview. Thus, 
research addressed to the needy bereaved, provided it is feasible to approach them, 
may help us better understand the situation of the bereaved. 
Another limitation is that this research adopted a cross-sectional design which only 
provided data regarding the respondents at one point in time. Though some 
questions about their preferences for social services in their different period of 
bereavement were asked in the questionnaires, it was sometimes found difficult for 
the respondents to review or remember what they needed in an earlier or later 
period, which may cause retrospective effects on the result. Thus, a longitudinal 
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study ( i f feasible) is recommended for further study because it would provide more 
data on the respondents' experience of change and adjustment to bereavement at a 
given time. 
The questions on satisfaction of social support f rom family /friends /helping 
professionals attracted a considerable number of ‘ N . A . � � w h i c h reflects the 
problems in design for this target group and validity of the scale. Some questions 
of the social support scale were confusing to the respondents, i.e. the'When you 
are in need，statement describes several things. The Stress of Bereavement Scale 
should also be more structurally adjusted with proper weightings in each aspect, 
such as social, psychological, <and physical. Thu^, the measuring instrument for this 
study can be improved. 
In considering the above limitations, though the Stress of Bereavement Scale and 
the Quality of Life Scale used in this study have shown high reliability, and the 
stress of the respondents was found to have direct effects on the quality of their 




CONCLUSION AND RECOMMENDATIONS 
This research is the first attempt to study the quality of life of the bereaved in Hong ‘ I 
Kong. It is an exploratory study which concerns the relationship between stress of 
bereavement and quality of life as an adjustment outcome for the target group, and the 
effect of social support as a moderator between the relationship between stress of 
bereavement and quality of life. Based on the descriptive findings and the hypothesis 
examined (see Chapter six), and in accordance with the context of the current 
bereavement services and practices, the researcher would like to identify some practice 
• / 
implications and make recommendations for the development and improvement of the 
bereavement service in Hong Kong. 
7.1 General Practice 
1. The field of bereavement care is still new to many helping professionals in practice. 
• 
However, the findings reveal that informational support is most desired by the 
respondents. This implies that the existing informational support provided in hospital 
may not be adequate or may be ineffective in the way they are rendered. It is worthwhile 
to give this type of support to those bereaved in need. The helping professionals should 
equip themselves with the knowledge and skill of bereavement care and relevant 
resources such as funeral advice, urgent child-care services and financial aids should be 
given promptly. Also, it is common for many health care personnel to give out 
information in a rushed manner that causes communication problems with the bereaved. 
The helping professionals should have more understanding about the newly bereaved, 
for example that it is common for them to be absent-minded and confused upon the 
death of their beloved relatives. Thus, it is suggested that the support for the bereaved 
should be more sensitive and repetitive inquiries about the same information or advice 
should be handled with patience. Specifically, informational support in the form of 
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written instructions in addition to oral advice, and hot-line services are recommended. 
2. A considerable number of the respondents tended to refrain from seeking support from 
the family so as not to burden them. This implies that they might prefer to cope with 
their difficulties themselves or be left alone in helplessness. The result that family 
support has no effect on the quality of life of the respondents may imply the need for 
certain bereaved persons who lack friends to help or who are incapable of coping with 
bereavement to seek help from helping professionals. Thus, the researcher would 
suggest that the helping professionals be sensitive enough to detect the needs and stress 
of the bereaved by doing bereavement assessment, including assessing their coping 
methods and ability, starting before their relatives' death. They should find out i f the 
bereaved have supportive friends who often contact them, and take more initiative to 
approach them to see i f they need any social services, even making referrals for them. 
3. Though little negative support from helping professionals was received by the 
respondents in this study, according to the clinical experience of the researcher in 
bereavement counselling/interviews for this study, the negative support especially from 
helping professionals is quite detrimental to the bereaved, leaving them in despair, 
anger, helplessness and even leading to complicated grief. One respondent mentioned 
suicidal attempts in this study. In fact, some of the existing aids for the bereaved are 
quite superficial and inhumane. For instance, the compassionate funeral aid from Tung 
Wah Charitable Fund is very tight and the rules for funeral rituals under the aid is strictly 
confined. Under the rules, the bereaved are not allowed to set up a funeral memorializing 
room and invite their relatives to see the deceased for the last time. The aids do not 
consider the feelings of the bereaved which may hinder the normal resolution of grief. 
Another example is that: it is common in general practice that the social security worker 
wi l l deduct or request the bereaved to reimburse the amount of C.S.S.A. exceeded due to 
the recipient dying before the month end. Usually, the poor bereaved feel that this action 
is inconsiderate and cruel to them. In addition to the inappropriate response of the staff 
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towards the queries of the bereaved, the bereaved may develop anger or other emotional 
problems. I t is suggested that the aids o f th is kind should be improved in this regard. The 
reGearcher would also suggest chat a comprehensive funerai package considering the safe 
passage ofbereavement should be developed and promoted so as to benefit the bereaved 
and fight against the current ftineral packages (which are concerned most about money 
and are quite inhumane). Also, in-service training should include the social security 
workers who have the opportunity to contact the C.S.S.A. bereaved, as well as social 
workers and health care professionals. 
4. Based on the preferences ofreceiving socialservices in different periods ofbereavement 
and the kind of stressor the bereaved encountered, team work among helping 
professionals is deemed to be important in the initial stage of bereavement to help them 
settle f rom many tasks (Figure 19). In later periods of bereavement, social worker in the 
community should take a more active role in helping the bereaved in resolution of their 
emotional problems and dealing with loneliness and family issues generated from losing 
. a n important family member. 
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5. Bereavement care as an integral part of hospice care should not be neglected. Currently, 
most bereavement services are provided through eleven hospice units in hospitals and 
one independent hospice institute under management of the Hospital Authority. 
However，these hospice units serve only a small proportion of terminal cancer patients 
and their families in crucial need, and those in other types of terminal illness or other 
settings are not included. Also, it is common that many bereaved are reluctant to return 
to the hospital in which their family member died, which may lead to the under-
utilization of bereavement service in these hospitals. Thus, there is a need to establish a 
wide range ofcomprehensive bereavement services in community-based centres or small 
units of bereavement counselling installed in family service agencies to provide the 
contirmity of hospice care. Hitherto, there has been only one grief counselling centre, 
namely Comfort Care Concern Group, which has had bereavement counselling service 
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and professional training on bereavement counselling since 1996 in the community. 
There is an urgent expansion and need for service development to meet the great demand 
of this vulnerable group so t1].3t Inore of the bereaved can benefit from a more 
comprehensive service. 
6. Owing to the limited manpower allocated to this service by the hospitals in Hong Kong 
and the fact that their first line service is medical-oriented, and owing also to the critical 
needs of the bereaved in the Accident & Emergency Departments of the general 
hospitals, the researcher would suggest that the helping professionals in hospitals should 
liaise more with and utilize the community service network. This could involve referring 
bereavement cases to and recruiting bereaved clients for bereavement counselling groups 
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held in bereavement counselling centre or family service centres in the community. 
Otherwise, they may employ bereavement counsellors with on call systems set up in the 
hospitals. 
7 .. 2 Bereavement Service and Program 
In Hong Kong, the hospice movement has been in existence only a decade. The Society for 
the Promotion of Hospice Care, established in 1986, has previously spent much of its energy 
in raising funds, promoting hospice care to the general public and providing training for 
health care professionals. The Comfort Care Concern Group has been serving the terminally 
ill and the bereaved with its vast number of dedicated volunteers since 1987, and it has 
launched out to provide bereavement counselling services and professional training on 
bereavement care for the health Ihelping professionals since 1996. Concerning the medical 
aspects of serving the terminally ill, the hospice units have been increased to eleven in 
general hospitals and one independent hospice under the Hospital Authority management. 
Nevertheless, the bereavement service is still underdeveloped and neglected. Suggestions in 
accordance with the result of this study are given as follows: 
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1. Results of perceived stress of the respondents revealed that the younger bereaved 
perceived higher stress than the older ones, which may imply that the younger bereaved 
are more in need of help. Different strategies should be used and different service 
packages should be tailor-made for the bereaved of different ages and genders. For those 
bereaved who are older and not resourceful, active referral or service resources may help 
a lot. For the younger bereaved, empowering their strength in dual parenting role or 
providing family services may reduce their stress and help in their adjustment to 
bereavement. 
小'In intervention approach, although case work method has long been common in medical 
settings, there is lack of space and professional standards to the development of group 
work for the bereaved in hospitals. Moreover, unlike hospice care in developed 
countries, which have shifted away from an emphasis on individual therapy and 
intrapsychic processes, the bereavement service in Hong Kong has not been generally 
associated with family-focused care. Owing to the modernization and urbanization of the 
city, most Hong Kong families are nuclear families. Once the main carer or the bread-
winner of the family is absent, the whole family wi l l be threatened with loss of nurturing 
and role confusion in the family. This study has revealed that the younger bereaved were 
distressed with family issues. Since the power of group work is great and its advantages 
have been well-stated in many references, bereavement counselling with multiple-family 
groups (Cheng, 1996) is recommended so that family communication can be enhanced 
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and family burdens can be evenly shared. Also, the bereaved may benefit from learning 
to invest in new relations in a supportive group which may speed up the resolution of 
their grief. 
3- During the process of interviewing the respondents, the researcher found that some of 
the bereaved in the initial stage of bereavement were generally overwhelmed with loss 
experiences and emotions. One of the interviewees even took three hours with the 
researcher to complete the interview because she was so grieved to recall the memory 
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and face the loss. Thus, the researcher realizes their need to be listened to in 
counselling, and an experiential and interactive rather than educational approach is 
highly recommended in group work. After their grief has been somewhat resolved, their 
need for social-recreational activities rises. They may struggle to develop new relations 
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with opposite sex while fearing bad comments from others, and they may eJ?counter the 
re-marriage issue and so on. Family life education programmes on such kind of themes 
for their sharing and discussion is recommended so that their coping skills can be 
enhanced. Yet, the existing family life education agencies are not aware of the demand 
for this service. Also, it is common that many social workers avoid bereavement cases. 
In-service training on bereavement care should be promoted among all kinds of helping 
professionals to bridge the service gap for the bereaved. 
4. A considerable amount of negative support perceived by the respondents and the 
unwillingness of some respondents to seek emotional support from the family reflect the 
fact that death is still a taboo subject in Hong Kong Chinese families. This fact probably 
blocks meaningful communication and hinders family members from facing 
bereavement with mutual support. Death education, therefore, should be promoted to the 
general public so that people can prepare themselves for the death of relatives or 
themselves, and get to know how to comfort and support their neighbours, friends or 
family members. It is · a long term education/work to prevent the bereaved from normal 
grief converting to prolonged or complicated grief. Adequate resources and manpower 
should be given to establish specific resource centres to develop and provide 
bereavement services and professional training on grief counselling for social workers, 
nurses, teachers, chaplains and volunteers is essential. Public education on hospice care, 
death and bereavement should be promoted to arouse the awareness of the general public 
towards the needs of the people who are suffering from facing death and bereavement. 
5. Support for development of self-help groups of the bereaved is recommended as the 
newly bereaved may be encouraged and benefit from the experience of the safe passage. 
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6. For different target bereaved groups, the researcher suggests the helping professionals 
try a i& ren t models of group work, for example, for those bereaved individuals, the 
growth-oriented model (Chau, 1996) is recommended. For those families dysftinctioning 
due to the loss of a family member, a multiple family group approach is highly 
recommended (Cheng, 1996). So far as the researcher knows, bereavement care for the 
children and teenage is still absent. On top of it, there is still a lot of space for the 
professionals to integrate and localize bereavement theories into practice, and to explore 
and develop innovative services for the bereaved. 
Derived from the above discussion, a model for bereavement service is recommended as 
follows (Figure 19): 
t 
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Fig. 19 A comprehensive practice model in working with the bereaved 
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stage 1 (0 - 3rd month) 
Bereavement care should be started before the death of the patient ( i f feasibie) through 
doing bereavement assessment for the terminally i l l patients and their families by the 
professional hospice team so as to anticipate possible barriers in bereavement adjustment, 
other than working on their anticipatory grief for an expected death. Bereavement 
assessment can help in identifying the high-risk family, which enables the hospice team to 
determine a prompt intervention in the way of a "good enough" match between service and 
the bereaved families. As most desired by the respondents of this study, informational 
support should be enhanced since it is common that they are very confused and shocked 
upon the death of their family member. In the initial,days upon the death of patients, team 
work cooperation may exert the best effect since the bereaved still have to contact the 
hospital and are suffering from multiple stressors. Funeral advice or procedures in handling 
the corpse should be given in clear instructions. Tangible aids and prescription of drug (i f 
necessary) should be available and easily accessible for them. Also, showing understanding 
and concern to their situation wi l l support them to go ahead with their tasks. 
• 
Stage 2 (4^ month - 6^ month) 
After accomplishment of the funeral rituals and tasks, it is common that concern and 
attention from relatives or friends may shift away, leaving the bereaved feeling lonely and 
helpless. As reflected by the result of this study, bereavement counselling is most desired by 
the bereaved within six months after the death of their spouses. In this stage, they may be 
more receptive and open to individual/group counselling. In an ideal sense, all target groups, 
especially the most vulnerable or persons who are closely attached with the deceased, should 
be served. Initially, recruitment would heavily depend on the referral from health care 
professionals in hospitals as they are trusted by the bereaved because of their past caring 
relationship with the hospice families. It is hoped that direct approaches for bereavement 
counselling wi l l be increased as people gradually accept that it w i l l not be abnormal to seek 
for help when they are in distress of bereavement. Social workers and bereavement 
', • 
counsellors are in the appropriate positions to provide individual/group counselling for the 
bereaved at this stage. Those who manifest complicated grief should be referred to clinical 
psychologists. 
Stage 3 (7出 month - 2 years) 
For some people, time may be a great healer to help them adjust to bereavement. Some of 
the bereaved, however, may need help to resolve their grief. In this stage, they go towards 
restructuring their life and family and struggle in or reestablish new relations with others. 
Social-recreational activities (as reflected from the result of this study) and family life 
education provided by a community based centre wi l l facilitate them towards making a safer 
life passage in the days ahead. • , 
Though different packages of bereavement care is proposed in progressive flow in 
accordance wi th different periods of bereavement, this should be flexible and reversible 
according to the readiness and needs of the bereaved. 
The surrounding factors showed in Figure 19 depicts the context and environment that may 
facil i ta^ or hinder the actualization of the ideal of bereavement care, which should be 
promoted and improved by all people, including the Government, helping professionals, and 
all interested or concerned parties. 
7.3 Further Research 
The above findings have shown that social support would not have a moderating effect on 
the strength of relation between the stress of bereavement and quality of life, and the main 
effect of stress of bereavement overrides the effect of social support on quality of life, 
indicating that there may be other relevant factors contributing to the stress and quality of 
life of the bereaved. According to the researcher's experience in contact with the bereaved, 
their coping capacity and methods seems to be the most important factor affecting their 
', • 
adjustment to bereavement. The second most important factor is philosophy of l i fe; other . 
factors are personality traits, culture, and so on. This may be a direction for ftirther study. I t 
is clear that considering the great shock of bereavement, social support could hardly be the 
sole substitute for the loss of the bereaved, or the only resolution of stress of the bereaved. 
Thus，research on the needs of the bereaved should also be done in order tp set up the 
bereavement service standards and scope. 
In research methods, a qualitative study is recommended for future bereavement studies 
because it may better match the common responses of the bereaved (telling their story of 
loss or mourning in their own way and pace), and it would provide more data on their 
adjustment to bereavement. A l ong^d ina l study conlbined wi th quantitative or qualitative 
or both methods is also recommended because it would provide more data about their 
experience of change in different periods of their bereavement according to the factors under 
study. 
Bereavement research on the bereaved whose family members suddenly died due to 
accidents，trauma, or acute illness is worthwhile conducting. I t is believed that their 
adjustment to bereavement would be more diff icult. The sample drawn should cover the 
sul)jects f rom Accident & Emergency Departments of hospitals. However, its feasibility still 
relies on the acceptance of both the hospital management and the general public. 
', • 
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Frequency of occurrence of stressors on the respondents Appendix 1 
Occurrence of Mean Valid Cum 
stressors Value N Percent Percent 
Group 1 L ^ i O L4 
Lower Frequency 1.08 1 1.4 2.9 
(1 -2.33) 1.31 1 1.4 4.3 
1.45 1 1.4 5.7 
1.54 4 5.7 11.4 
1.69 1 1.4 12.9 
1.75 1 1.4 14.3 
1.85 1 1.4 15.7 
1.92 1 1.4 17.1 
• 2.00 3 4.3 21.4 
- 2.08 2 2.9 24.3 
2.17 1 1.4 25.7 
2.18 1 1.4 27.1 
. 2.20 1 — 1.4 28.6 
2.23 2 2.9 31.4 
2.25 2 2.9 34.3 
Group 2 2.33 1 1.4 35.7 
Moderate 2.38 3 4.3 40.0 
(2.33 - 3.66) 2.42 1 1.4 41.4 
2.45 1 1.4 42.9 
2.46 — 3 . 4.3 47.1 _ 
2.50 1 1.4 48.6 
2.54 2 2.9 51.4 
2.58 1 1.4 52.9 
2.64 1 1.4 54.3 
2.67 3 4.3 58.6 
2.69 1 1.4 60.0 
2.75 1 1.4 61.4 
2.77 1 1.4 62.9 
2.92 2 2.9 65.7 
2.92 1 1.4 67.1 
3.00 5 7.1 74.3 
3.08 2 2.9 77.1 
3.08 2 2.9 80.0 
3.17 1 1.4 81.4 
3.23 2 2.9 84.3 
3.25 1 1.4 85.7 
3.31 1 1.4 87.1 
3.42 2 2.9 90.0 ^ 
3.46 2 2.9 92.9 
Group 3 3.67 1 1.4 94.3 
Higher frequency 3.77 1 1.4 95.7 
(3 .66-5) ‘ 4.08 1 1.4 97.1 
4.17 1 1.4 98.6 
‘ 4 . 3 8 1 1.4 100.0 
f ^ ^ ~ " I o o o “ “ I o ^ 
Mean : 2.583 S.D. : 0.712 
‘ . . ‘ ...‘•: ‘ - ‘ • -'' .'. : •::..丨• . ‘ “ . ‘. '1... • .. • . • . .'.. • • - •( 
‘ •. '.“；' V ‘ .� • • •‘ • ...' •‘ .,,?—.'•, .. . ...:p,y,,;...':.:, ,„• . •；,; ..:,'。、/ .’. .， - ..- , - .: .：,- . •—‘；, , 
“‘ . “ “ ‘ • '• . . , , s' ‘ ‘ ••' •  •'• - ... ‘ 'ii ’，.、‘，'丨 _. • - '•：„ ；‘"^  ‘. V. ‘ "••, r .. ... ’.—•.,',.,'.- 好.. 
‘ 
• Frequency of stress level of the respondents Appendix 2 
Mean Valid Cum 
Stress level Value N Percent Percent 
Group 1 L ^ i L4 L4 
Lower level 1.08 1 1.4 2.9 
(1 -2.33) 1.31 2 2.9 5.7 
1.46 2 2.9 8.6 
1.54 1 1.4 10.0 
1.55 1 1.4 11.4 
1.67 1 1.4 12.9 
1.77 3 4.3 17.1 
1.92 2 2.9 20.0 
2.00 1 1.4 21.4 
2.08 1 1.4 22.9 
2.08 1 1.4 24.3 
2.09 1 1.4 25.7 
2.10 1 1.4 27.1 
2.15 2 2.9 . 30.0 
2.17 2 2.9 32.9 
2.23 1 1.4 34.3 
2.25 3 4.3 38.6 
‘ 2.31 1 1.4 40.0 
Group 2 2.36 1 1.4 41.4 
Moderate level 2.38 3 4.3 45.7 
(2.33 - 3.66) 2.42 3 4.3 50.0 — — ‘ 
2.46 1 1.4 51.4 
2.50 2 2.9 54.3 
2.54 1 1.4 55.7 
2.55 1 1.4 57.1 
2.67 1 1.4 58.6 
2.69 2 2.9 61.4 
2.83 2 2.9 64.3 
2.85 3 4.3 68.6 
2.92 1 1.4 70.0 
3.00 2 2.9 72.9 
3.08 1 1.4 74.3 
3.15 1 1.4 75.7 
3.17 2 2.9 78.6 
3.23 2 2.9 81.4 
3.33 2 2.9 84.3 
3.38 1 1.4 85.7 
3.42 1 1.4 87.1 
3.46 2 2.9 90.0 
Group 3 3.58 1 1.4 91.4 
Higher level 3.77 1 1.4 92.9 
(3.66 -5 ) 4.00 2 2.9 95.7 
4.23 2 2.9 98.6 
‘ 4 . 2 5 1 1.4 100.0 
Total ^~~100.0~~100.0 
Mean : 2.568 S. D. : 0.769 
• 
Frequency of different leveiofqiiality Appendix 3 
of life of the respondents 
Level of Quality Mean Valid Cum 
of Life Value N Percent Percent 
Group 1- poorer 3.00 1 1.4 1.4 
(1 - 4 ) 3.67 1 1.4 2.9 
4.00 1 1.4 4.3 
Group 2 - fair 4.22 2 2.9 7.1 
(4.1 - 6 ) 4.33 1 1.4 8.6 
4.44 1 1.4 10.0 
4.56 1 1.4 11.4 
4.67 1 1.4 12.9 
. 4.78 1 1.4 14.3 
5.00 2 2.9 17.1 
5.22 4 5.7 22.9 
. 5.33 ... 2 2.9 25.7 
5.44 3 4.3 30.0 
5.56 3 4.3 34.3 
5.78 1 1.4 35.7 
5.89 4 5.7 41.4 
6.00 2 2.9 44.3 
Group 3 - better 6.11 3 4.3 48.6 
(6.1 -9 ) _ 6.22 3 4.3 52.9 
6.44 2 2.9 55.7 
6.56 1 1.4 57.1 
6.67 3 4.3 61.4 
6.78 6 8.6 70.0 
6.89 2 2.9 72.9 
7.00 1 1.4 74.3 
7.11 2 2.9 77.1 
7.22 3 4.3 81.4 
7.44 2 2.9 84.3 
7.56 3 4.3 88.6 
7.67 1 1.4 90.0 
7.78 1 1.4 91.4 
7.89 1 1.4 92.9 
8.00 1 1.4 94.3 
8.11 2 2.9 97.1 
8.22 1 1.4 98.6 
8.78 1 1.4 100.0 
Total ^~~100 .0~~imb -











































































































































































































































































































































































































































































Other types of cancer N / % 
Unspecified cancer 17 / 24.29% 
Ca. Stomach 5 / 7.14% 
Ca. Colon 5 / 7 . 1 4 % 
Ca. "Bone 3 / 4 . 2 9 % 
Ca. Liver 3 /4 .29% . — 
Ca. Pancreas 3 / 4.29% 
Ca； Ovary 2 / 2 . 8 6 % 
Ca. Breast 2/2.86% —_ — . 
Ca. Broncus 1 / 1.43% 
Ca. Brain Tumor 1 / 1.43% 




Distribution of respondents from different hospitals / clinic involved in this study 
Hospital Letter sent out Reply Reply R^y~"Incorrect 
——- (accept) (decline) (reject) address 
Queen Elizabeth Hospital T ^ ： 9 ~ ~ i g 
Our Lady of Maryknol l Hospital 28 1 4 1 
Evangel Hospital 3 1 1 
Buddhist Hospital 14 1 
Haven and Hope Hospital 70 14 1 
Kowloon Hospital 70 3 1 
Tuen Mun Hospital 207 10 1 7 9 
Queen Mary Hospital 60 4 1 。 
Nam Long Hospital 60 4 3 
United Christian Hospital 3 0 
Bradbury Hospice 214 23 3 3 12 
Dr.P.K. Lee's clinic 1 1 
Total : 12 丨907 71 15 11 3 Q 
• 
Jl : 麵 伸 … : 』 
^ ¾ T H E C H I N E S E U N I V E R S I T Y O F H O N G KONG 香 港 中 文 大 學 
finq finnO TELEGRAM '£^{^¾* : SINOVERSITY ‘ ^ , ^ ^ ^ ^ 
SHATIN . NT • HONG KONG . TEL: ^ ¾ ¾ ° ° iELEX 屯訊掛？^ ： 50301 CUHKHX ,^"港祈界，少 m • ^2 ,：£ : � � ？ ^ ‘；' - X X 
FAX 岡文[1¥«:1852)603 5544 六 . ) K 匕‘>^、. 'J 
Department of Social Work 社 會 工 作 學 系 
April 23, 1996 
To ： Mrs. Elizabeth Kwong 
Assistant Bursar 
Accounts Office 
From ： Dr. Daniel Shek 
Chairman, Madam Tan Jen Chiu 
Endowment Fund Committee - « —-
Research Grant 
Madam Tan Jen Chiu Endowment Fund 
Please be informed that the Madam Tan Jen Chiu Endowment 
Fund Committee approved a research grant of HKS4,400.0 0 for Ms. 
Cheng Bing-yee to cover part of the expenses for implementing a 
research project entitled "Stress of bereavement, social support 
and quality of life - A study on the bereaved in Hong Kong”. 
I should be grateful if you would kindly arrange an account 
for this project and inform us the account number accordingly. 
Thank you. 




c•c. ’Ms. Cheng Bing-yee 
(MSW student) 
Feb 27, 1 9 9 6 . ‘ 
Dr Daniel Shek 
Chairman ofMadam Tan Jen Chiu Fund Committee 
Department o f Social Work 
The Chinese University o fHong Kong 
Shatin, N T. 
争 
Dear Dr Shek, 
Re: Application for the financial support from the Madam Tan Jen Chiu Fund 
I am writing to apply for the financial support of HK$ 4,400 from the Madam Tan Jen 
Chiu Fund so as to facilitate the implementation of the submitted research project titled “ 
Stress ofbereavement, social support and quality of l i fe - a study on the bereaved in Hong 
Korig". 
The results ofthis study wil l have implications for the future development ofbereavement 
service. Hitherto, there have been ten hospitals under Hospital Authority and one private 
hospital, which have promised to support my research project; a pilot test of the study has 
also been completed. I plan to collect the data from March to April o f this year. Four 
experienced social workerswill be invited to asssist in data collection in this survey. The 
estimated budget is enclosed in my research proposal for your reference. 
Your kind consideration and support is highly appreciated. 
I look forward to receiving your favorable reply. 
/ 
Yours Sincerely, Endorsed by: " ' / 
— _ _ _ ^ _ _ ^ \ 厂 … 
Miss Cheng Bing Yee, Banny D / Joyce L. C. Ma 
一 Tnesis Supervisor 
• 
\ 
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^ ^ ^ ¾ T H E C H I N E S E U N I V E R S I T Y O F H O N G KONG 香港中文大’學 
S H A T . N . N T . H O N G K O N G . T E L : ^09 6000 = � • ； 認 當 認 ： - ~ v ^ ^ .六 n , 六 Q 0 广 
.FAX |t_q^ f^ft ： (852) 603 5544 '^  、‘‘ 丄““'六；：九 U 0 Q G 
















而 希 望 獲 得 輔 導 或 其 他 社 會 服 務 ， 可 聯 絡 7 1 1 63863 CALL 2 9 8鄭小姐或 
2 4 6 8 5 0 4 1屯門醫院臨床心理學家何鳳珠博士。 ’ 
如您願意支持上述硏究而接受問卷調查，請塡妥下列同意書並用所附回郵信封 
寄回香港中文大學社工系黎小姐即可，稍後我將會與您電話聯絡，以安排訪問時間 













T M H . 日 期 ： z z z z z z z z 
C ^ - \ M m i ^ ^ ^ m M ‘ ’ . , s ; . 么 沈 … ： ^ 
^ p ^ ^ O = ^ ^ ^ J 7 T ^ 7, _ _ _ " l ^ i : _ _ , _ 0> \ ^ ‘ 制 9 )笔話：2636 0163 
V J B r a d b u r y H o s p i c e ^ 乙—房齊：2637 4”1 
— ^ A Kung Kok Shan Rd., 
Shatin, Hong Kong. 
' Tel : 2636 0163 
































f ^ S H O S P I T A L 
i y J A U T H O R I T Y 
^ y 醫 院 管 理 局 
( 
o . ^^^||^^^-.‘:， . ^ ^ ^ ^ ^ ^ ^ ^M||^^^^^ . •»• r . 
i m ^ 
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如 有 疑 問 或 查 詢 ， 歡 迎 台 端 致 電 本 部 癌 症 病 人 資 源 中 心 
黃小姐（電話：2 9 58 5 393 ) 。 
多謝台端的合作，順祝身心康泰。 
放射治療及腫瘤部 
癌 症 病 人 資 源 中 心 謹 啓 
―九-九六年三月廿曰 
‘ @ ~ ~ % 
w 
致：癌症病人資丨-中心 





Q E H r ^ 日期： 一 
致 先生/女士： 
• 
香 港 中 文 大 學 社 會 工 作 系 計 劃 進 行 一 項 碩 士 論 文 硏 
究 ， 題 目 爲 ： ^ 香 港 喪 親 者 的 壓 力 、 社 群 支 持 與 生 活 質 
素 」 。 承 蒙 f ^ ” , . : 醫 院 的 合 作 ， 我 們 誠 墊 激 譜 您 
接 受 問 卷 調 查 。 
在 您 喪 偶 後 的 一 段 日 子 ， 相 信 你 曾 經 歷 不 少 困 難 ， 
您 可 曾 感 到 孤 立 無 援 ？ 在 香 港 ， 目 前 針 對 這 方 靣 需 要 6 ^ 社 
室 服 務 非 常 有 限 ， 因 此 ， 我 們 希 望 透 過 這 項 調 查 ， 多 了 € 
喪 偶 者 的 壓 力 和 需 要 ， 從 而 設 計 一 些 合 適 的 喪 親 輔 導 服 
務 ” 你 的 參 予 對 是 項 硏 究 極 爲 重 要 ， 並 將 對 香 港 喪 親 服 務 
的 發 展 有 莫 大 貢 獻 ， 使 您 的 同 路 人 也 得 到 幫 助 ， 希 望 您 積 
極 考 慮 接 受 我 們 的 遨 請 。 這 個 問 卷 調 查 是 以 自 願 - 爲 出 發 ， 
倘 若 您 不 同 意 接 受 訪 問 ， 你 所 接 受 的 服 務 絕 對 不 會 因 而 受 
到 影 饗 ， 請 放 心 。 ：：：• 
« 
調 查 方 法 將 以 問 卷 訪 問 的 形 式 進 行 ， 一 切 調 查 資 料 
完 全 保 密 。 希 望 能 盡 快 收 到 您 的 回 覆 ， 稍 後 我 會 與 您 電 話 
聯 絡 ’ 以 安 排 訪 問 時 間 和 地 點 。 如 有 疑 問 或 查 詢 ， 請 在 辦 
公 時 間 聯 絡 ％ ^ f e f t _ 叙 組 $ f u A 
電 話 ： 2 ^ 6 ' 4 - ^ l ^ o 。 【 
回 覆 只 需 塡 妥 下 列 回 條 ， 用 回 郵 信 封 寄 回 
^ y ^ ^ ^ i < S ^ t x t 收 。 謝 謝 您 的 合 作 ！ 
$ 冰 兒 
硏究員 
• 一 九 九 六 年 三 月 一 日 
j^  -. 
敬啓者： 
» 
本人 經 考 慮 後 ， 決 定 接 受 / 不 接 受 訪 問 。 
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本人 經考慮後’ ‘“同意/不同意南朗蓉院透露本人之電話及地址予鄰小姐)以 
丨11安排接受訪問,此覆> 
簽署 ： 聯絡電話： e=5 / .^  ’ f. - ^ 
^ m ^ ^ ^ ^ ^ ^ ^ ^ ^ m ^ 
^ ^ ^ ^ T H E C H I N E S E U N I V E R S I T Y O F H O N G KONG 香港中文大學“ 
� ‘ :.': ••. —.--• • ‘ ~ •• - :.-J'-.^'' = ,-...,,^V..^.rX:^,,-,...;.,Si,..-.,-,,,. - -“••.,::/.,«�,„ - ： -‘ , * • 
er>Q ennn TELEGRAM 電報掛號：SINOVERSITY SHAT!N • NT • HONG KONG TEL: | g | ^ ° TE.EX :5掛號：3030丨：^^ <"父 药 港 新 界 沙 出 . ^ ¾ •六〇九六0〇〇 bUa /W0 FAX 圓文傳眞�(852)603 5544 ^ 机介 (乂山 '^ “ 。 . 六 〇 九 七 〇 〇 〇 
Miss Cheng Bing Yee _ Department of Social Work Department o f Social Work, 社 會 工 作 學 系 
The Chinese University o fHong Kong, 
Shatin，N.T. 
Jan 30, 1996. 
Dr Wi l l iamHo 
Hospital ChiefExecutive 
Kwpng Wah Hospital, 
25 Waterloo road, Kin. 
« - • - , — — . - . _ 
Dear Dr Ho， 
Re: Support for an M.S.W. research project titled "Stress of bereavement, social 
support and quality of life - a study on the bereaved in Hong Kong". 
I am writ ing to solicit your support o f my research project "Stress ofbereavement, social 
support and quality o f l i fe - a study on the bereaved in Hong Kong". 
！ 
I am a master student, Department of Social Work, The Chinese University of Hong 
Kong. I plan to carry out the above-named research from February to Apri l this year. The 
aim o f this research is to understand the stresses and the quality of life o f the bereaved in 
Hong Kong. The results of this study would point its way for the future development of 
bereavement service. 
Your assistance in distributing the enclosed invitation letter to the potential subjects would 
be greatly helpful to the implementation of this research. Yet, I earnestly hope to meet you 
personally for further clarification and detailed administrative arrangement of this research. 
Enclosed please find my research proposal and questionnaire for your reading and 
comments. Should you have any queries, please do not hesitate to contact the undersigned 
at 26360163 ext 505 or 26485561. 
Your help and enthusiastic support is deeply appreciated. 
I look forward to receiving your favorable reply. 
• 
Sincerely ^ u r s , Endorsed by: 
y 4 ^ 5 - - n ^ ^ ^ ^ V ^ / ^^^Aj2^=OP/ 
M^^S Cf tENG B J [ ^ YEE, BANNv/ DR JOYCE M A 
^ ^ ^ ^ ^ ^ y Associate Professor, C.U.H.K. 
纖 . 誠 ^ | 1 ^ ^ * | ^ ^ ^ ^ ^ ^ ^ * ^ ^ 礙 ^ ^ ^ ^ 鐘 麵 
^^^¾/ ^ • -^'"^'"‘“ .-^'"^'^-^'"^-'^  
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Department of Social Work 社 會 工 作 學 另 
Your Re f : (86) in TMH/ADM/6/32I I I Mar 1, 1996. 
M r David Mak 
Administration Centre 
Tuen Mun Hospital 
Tuen Mun, N.T. 
Dear M r Mak, 
Further to our telephone contact on Feb 27, 1996, I am writing to reply the queries that 
your clinical psychologist raised concerning the welfare o f the bereaved clients as follows: 
. 1. The enclosed consent form wil l add a remark to ensure that the clients will not 
receive different treatment from your hospital i f they declined to be interviewed. 
2. During the process of the survey, I ensure the subjects wil l get emotional 
support from our investigators ( who are experienced social workers ) i f the 
questionnaire arouse their painful memory and emotion. I f it is assessed by the 
investigators that the subjects need further service to follow up, they wil l refer 
the clients to the social workers or clinical psychologists of your hospital. 
I hope the above reply can facilitate your support to this research project. Should you 
have further queries, please contact me at 26485561. 
Thank you for your comment and advice. 
Yours sincerely, 
/ ^ ^ ^ ^ 2 v w w / (3^^^^--^ 
Mi^s Cheng Bmg Yee, Banny / . 。\^ 9 
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I Shatin Pass Road, Wong Tai Sln, Kowloon, Hong Kong 
Tal. 23202121-5 
聖 母 藉_ 院 ， 
九 龍 黃 大 仙 沙 田 过 7 這 
電 話 ： 二 三 二 〇 二 一 二 一 ^ ^ 五 . 
. ‘ 5thFeKruary, 1996 
. - ‘ ‘ • 
‘ ‘ � -
Ms. Cheng Bing Yee, Banny 
Department of Social Work 
The Chinese University of Hong Kong 
• Shatin - — 
N.T. 
• . . .. . . . . -_ - - . - -- — — - - • - - • - "• • • 
Dear Ms. Cheng, 
RE: Support foran M.S.W. research project titled "Stress of bereavement sociai 
support and quality of life - a study on bereavement in Hong Kong". 
_ — . . _ — _ „ _ 一 . -_ . : _ — — . — - - - — — 
We wi l l be glad to give our support for your project. For your questionnaires, you 
should obtain the consent ofthe family members concemed.We hope that you wiH give 
us a copy of your study for our reference. -
For other details, please contact Miss Teresa Tsow, Coordinator of Palliative Care 
Unit. 
> 
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Yours sincerely, 
' 广 
^ - y ^ ^ 
Dr. Yu ^¾¾ Kv/ong 
Consultant 
• 
Palliative Care Unit 
c.c. Miss Teresa Tsow, P.C.Unit of OLMH 
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\ z 3 r x 香 港 佛 敎 醫 院 
| £ ^ THE HONG KONG BUDDHIST HOSPITAL 
V T f y 香 港 九 龍 樂 富 杏 林 街 
^ ^ 乂 HENG LAM STREET. LOK FU. KOWLOON, HONG KONG. 
TEL: 339 6111 FAX: 338 3445 
23rd January, 1996 
Miss Cheng Bing Yee 
Department of Social Work, 
|- l i ie Chinese University ofHong Kong, 




Dear Miss Cheng, 
i . - - - - . I 
) 
‘ . 
I Thank you for your letter dated Jan 11, 1996 • 
I 
1 • 
I Our hospital plan to develop bereavement service。 I hope we can 
I provide some assistance to your research project. Please contact 
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Queen Mary Hospital 
13 Februaty 1996 
Dear Sir/ Madam, 
Request for Permission for Outside Organisations 
to conduct Research Projects in Queen Mary Hospital 
PROJECT TITLE Stress of bereavement, social support and quality of 
life - a study on the bereaved in Hong Kong 
RESEARCHER Cheng Bing Yee, Banny 
REFERENCE NO : RBOO 96-04 09/01/107 
(Please always quote this reference number 
in future correspondence.) 
I am pleased to inform you that permission has been granted for your organization 
to conduct the following research project in Queen Mary Hospital on the conditions set out 
below: . 
1. that the research will be confined to the activity and target group(s) laid down in the protocol 
mentioned in the application; 
2. that guidance from the QMH appointed Project Supervisor will be followed; 
‘ 3 . that the protocol has been approved by an ethics committee; 
4. that consent from patients/staff shall be obtained; 
5. that any interference with hospital activities will be kept to an absolute minimum; 
6. that your organization shall be responsible for the replacement / repair on cost of any loss bf or 
damage to hospital properties and shall indemnify the Hospital Authority and the Queen Maty 
Hospital against all claims for injuries or damage to any person or property arising from this 
activity; 
7. that the findings will not be made known to the public if they are deemed to be inaccurate or 
biased, and, 
8. that a copy of the final report will be submitted to the hospital. 
I f you are agreeable to the above conditions, please sign and retum the attached 
copy to us before the research project commences. 
Your project supervisor is Dr. P e t e r _ ^ H . Lee, Clinical Psychology Unit, 
Psychiatry Department on 28554513. 
Yours sincerely, 
V ^ i i > ^ 
(Dr. Vivian Taam W(mg) 
Hospital Chief Executive 
. Queen Mary Hospital 
I AGREE TO ThJE ABOVE-STATED CONDITIONS 
Sign / ^ , : 3 L ^ ^ ^ A ^ ^ C ^ n ^ 4 ^ . ^ 
Name Qf^ J^ Jei /gZ^S^?H^? RAA^A^h^Q 巧 T<Jr., / , A . 
Room 401, Administration Block. 102 Pokfulam Road, Hong Kong 
Tel. : 2855 3021 Fax : 2818 5170 
靈 
醫 院 管 理 局 
HOSPITAL AUTHORITY 
O u r R e f : 6Z) inKH- lAy '39 
Ms CHENG Bing-yee, Banny 13th Feb 96 
F latG, l l / F , 




Request for permission to conduct a research at Kowloon Hospital 
With reference to your letter dated 11 Jan. 96 concerning the captioned subject, 
we have no objection with your request provided that you can also share with us the result 
o f the study afterwards. Should you have any queries, please feel free to contact the 
undersigned at 2762 623 3. 
Thank you for your attention. 
Yours faithfiillv, ^ ’ 
- qy 
(Frank^ L A U ) 
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广 7 4 ^ P R I N C E O F W A L E S H O S P I T A L 
^ ^ ^ J ^ 威 爾 斯 親 王 醫 院 
^ ^ ^ s r y j r 30 -32 Ngan S h i n g S l r e e t , S h a T i n , N .T . , H o n g K o n g Te l : (352) S35 221 1 F a x : (352) 537 3244 
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Our Ref: ( ¾ ) in PWH7CRO/RA Febmaiy 1，1996 
Miss Cheng Bing Yee 
Department o f Social Work 
The .Chinese University o fHong Kong 
Shatin 
N.T. 
Dear Miss Cheng 
j^ 
Support for an MSW research project titled "Stress of bereavement, social 
support and quaLitv ofUfe - a study on the bereaved in Hong Kong，， 
. . -. . 
J^^;^—y9^j^yQ^—l^e_?:_i_^ii」anwy——Llpl99_6_—regarding—ttL&_above —— 
captioned：.-——-- -
‘ . . ^ _ 一 _ •. — • — - • . - -• - - _ • • — - - — - •‘ -• •_• 
After careful consideration, we regret to infonn you that we are not able to 
accede to your request. 
Best regards. 
Yours sincerely 
. 料 ] 
(Miss Flora A d ^ Q u a ^ 
for Hospital Chi^fExeAt ive 
Prince o f W a l “ H o ^ i t a l 
.. . . . _ .. . . . . — . . ..... - . - •. . - • — ••_- •寺— — • - / 
AMRyTAY/CC 
_ (ACROlotefJ 
H % /"">p>^  HosprrAL 
\ l J J AUTHORITY ff --- Vii>^ » s « ^ � 
,_ 1^嘛脊?^ 
秘 YAN CHAI HOSPITAL 
7-11 Yan Chai Street. Tsuen Wan, . 
New Territories, Hong Kong. 
Tel. 4 3 2 4 2 B 1 F a x . 4 1 3 5 9 3 4 
19 January 1996 
M s s Cheng Bing Yee，Banny 
Department o f Social Work 
The Chinese University o f H K 一 
Shatin 
N.T. 
Dear Miss Cheng 
— — -- - ..-— 
Thank you for your letter dated 11 January 1996. 
After a careful consideration of your proposa^ I regret to feel that it is not 
the most appropriate time to carry out such research at this rapidly expanding moment 
ofour hospital service. 
I await a better time in future for our cooperation. 
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Part DQuality of Life 
Please ‘circle，the number that represents the level of your quality of l ife: 
poorest Best 
1 • M y physiology and health 1 2 3 4 5 6 7 8 9 
2. My relationship with family and close relatives 1 2 3 4 5 6 7 8 9 
3. My participation in activities, development of interest 1 2 3 4 5 6 7 8 9 
4. My mood and psychological state 1 2 3 4 5 6 7 8 9 
5. My philosophy of life, belief and spiritual life 1 2 3 4 5 6 7 8 9 
6. My completion of tasks and fulfillment of wishes 1 2 3 4 5 6 7 8 9 
7. On the whole, my quality of life on the above 6 aspects 1 2 3 4 5 6 7 8 9 
8. My problem-solving ability 1 2 3 4 5 6 7 8 9 
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18a. The advice/support from your friends that you may identify as inappropriate are listed 
as follows (multiple choice is allowed): 
^ \ r~'，, r^ _, ^ 1 y ， 
jL J ^ w iUi^Ct ili-w UCv^CicJSQ 
2) To seek another partner 
3) To throw away the things of the deceased 
4) To travel 
5) To busy yourself with work 
6) Other suggestions (please specify): 
18b. Which of the above advice/support most distress you? 
19. Did your friends give you inappropriate support in your bereavement? 
1) Yes 0 2) No 0 
19a. The advice/support from helping professionals that you may identify as inappropriate 
are listed as follows (multiple choice is allowed): 
1) To forget the deceased 
2) To seek another partner 
3) To throw away the things of the deceased 
4) To travel 
• 5) To busy yourself with work 
6) Other suggestions (please specify): 
« 
19b. Which of the above advice/support from helping professionals most distressed you? 
20. Your overall support from your family, friends and helping professionals is : 
1) Very strong 
2) Quite strong 
3) Fair 
4) Slightly strong 
5) No support at all. 
* • 
^ -
to helping professionals，support 
14. What support would you most desire from helping professionals in your bereavement? 
T31 cs�n o "^  —•« r> —1 tl *7 Ch ‘ 
".-•- •-» -'.‘" “ - : 二 - ., . “ » 
1) 二 2 ) 3) 
» 
15. Do you desire support from helping professionals in the following items ？ . 
Strongly Somewhat Not Strongly NA 
desired Desired desired desired not 
desired 1) Companion with you when you are in 0 0 0 0 0 0 
need 
2) Understand your grief and give you 0 0 0 0 0 0 
emotional support 
3) Advise you with relevant information 0 0 0 0 0 0 
about health, social service and. , 
resources 
4) provide you tangible aids 0 0 0 0 0 0 
16. How did you feel about the helpfulness of the support from helping professionals to your 
adjustment to bereavement? 
1) Very helpful 0 2) Quite helpful 0 3) Somewhat helpftil 0 
4) Slightly helpflil 0 5) Not helpful at all 0 
17. Did your family give you inappropriate support in your bereavement? 
1) Yes 0 2) No 0 
17a. The advice/support that you may identify as inappropriate is listed as follows (you may 
choose more than one item): 
1) To forget the deceased 
2) To seek another partner 
3) To throw away the things of the deceased 
4) To travel 
5) To busy yourself with work 
6) Other suggestions (please speci fy) :_ 
17b. Which of the above advice/support most distressed you? 
18. Did your friends give you inappropriate support in yotir bereavement? 
l)Yes 0 2) No 0 
‘ . • 
. . % 
satisfied Satisfied satisfied satisfied satisfied 1) Companion with you when you are in 0 0 0 0 0 0 need 
2) Understand your grief and give you 0 0 0 0 0 0 
CUxvJUOidl 5UppOJfi 
3) Advise you with relevant information 0 0 0 0 0 0 
about health, social service and 
resources 
4) Provide you with tangible aids 0 0 ‘ 0 0 0 0 
12c. I f y o u are dissatisfied with support o fType 3’ 4，please write down your conmients: 
L i your bereavement, which of the following services do you need? Please prioritizes: 
1) Financial aids 
2) Counselling service • , 
3) Tutoring service 
4) Compassionate re-housing 
5) Child care service 
6) Social-recreational activities 
7) Funeral advice 
8) Other (please specify): 
(1) Just after the death of your spouse 
i) i i) i i i ) 
(2) within six months after the death of your spouse “ 
i) i i) i i i ) 
(3) Recent month (after at least half a year your spouse's death) ~ 
i) i i) i i i ) 
12d. Do you know where to obtain the above services? 
1) Know 0 2) Do not know 0 
12e. Are you satisfied with the above services you have obtained? 
1) Satisfied 0 
2) Dissatisfied 0 (please write down your comments and suggestions) 
13. Your overall satisfaction level 0 0 0 0 0 0 
:.» 
7. In your bereavement, your friends might have done some things to help you What is 
your satisfaction level to the following types ofsupport they provided? 
^ ^ " " V " r - —-.w’,""^  - V " h " y , , >r r � , � T . • " J ^G^iicvViAfi^ jL/is- V ei'y dis- NA 
nr^At^n,n.A -.u u satisfied Satisfied satisfied satisfied satisfied 1) Companion with you when you are in 0 0 0 0 n n need u U 2) Understand your grief and give you 0 0 ‘ 0 0 n n emotional support ^ 
3) Advise you with relevant information 0 0 0 0 n n 
about health, social service and 
resources 
4) provide you with tangible aids 0 0 0 0 Q 0 
8. Your overall satisfaction level to 0 0 o 0 0 o 
your friends' support 
9. What support would you most de§ire from your f r i ^ds in your bereavement? Please 
prioritize: • 
1) 2 ) _ 3) 
10. Do you desire your friends' support in the following items ？ 
Strongly Somewhat Not Strongly NA 
• desired Desired desired desired not 
1) Companion with you when you are in 0 0 0 Q desired need U 0 
2) Understand your grief and give you 0 0 0 Q ^ 
emotional support • 
3) Advise you with relevant information 0 0 0 0 o n 
about health, social service and ^ 
resources 
4) Provide you with tangible aids 0 0 0 0 0 0 
11. t^ObTr=/rSn^el。打 the helpftilness of the support from your friends to your adjustment 
1) Very helpflil 0 2) Quite helpftil 0 3) Somewhat helpftil 0 
4) Slightly helpftil 0 5 ) Not helpflil at all 0 
12 . In yourbereavement, the helping professionals might have done some things to help 
you. What is your satisfaction level to the following types of support they provided? 
Very Somewhat Dis- Very dis- NA 
m 
Part C Your Social Support 
1. Among your family members/relatives, who are most helpful to your adjustment to 
lhf= r^^ ^^ *^5^ ^^ t^7 
1) Parents 0 2) Siblings 0 3) Children 0 4) Relatives 0 
》None 0 (no need to reply question 2 to 4) 6) Other ^>lease specify): 
1 
2. How did you feel about the helpftilness of the support from your family to your 
adjustment to bereavement? 
1) Very helpftil 0 2) Quite helpful 0 3) Somewhat helpful 0 
4) Slightly helpftil 0 5) Not helpful at all 0 
3. In your bereavement, your family might have done some things to help you. What is your 
satisfaction level to the following types of support they provided? 
Very Somewhat Dis- Very dis- NA 
1、广 . , -satisfied Satisfied, satisfied satisfied satisfied 1) Companion with you when you are in 0 0 0 0 0 o need u 
2) Understand your grief and give you 0 0 0 0 0 0 emotional support 
3) Advise you with relevant information 0 0 0 0 0 0 
about health, social service and 
resources 
• 4) Provide you with tangible aids 0 0 0 Q 0 0 
4. Your overall satisfaction level to 
your family support . 0 0 0 0 0 0 
5. What support would you most desire from your family in your bereavement? Please 
prioritize: 
1) — 2) 3) 
6. Do you desire your family support in the following items ？ 
Strongly Somewhat Not Strongly NA 
desired Desired desired desired not 
des • d 1) Companion with you when you are in 0 0 0 n ^ ^ n need u U 0 
2) Understand your grief and give you 0 0 0 0 0 o 
emotional support 
3) Advise you with relevant information 0 0 0 0 0 o 
about health, social service and 
resources 
4) Provide you with tangible aids 0 0 0 0 0 0 
P a r t B 
A.) Your stress may arise from the following aspects. How frequently did they occur to you 
？^ fV^<r^ T ^ c ^ p f ^y-,7*o.r^ - r r " , ^ ^ . j - ^ , ^ 9 
--. '.--• •‘ jf' "‘^ •‘ ‘“ •• ‘ -s-'么么>^ -^二‘，》二丄0 0 
Frequently Often Some-times Seldom Never 
t 
1. Poor health and vulnerability to diseases 0 0 0 0 0 
2. Depressed mood Q Q Q Q Q 
3. Loneliness Q Q Q Q Q 
4. Financial difficulty 0 Q Q Q Q 
5. Lack of experience in managing finance 0 0 0 0 0 
6. Fear ofrelating to other couples 0 0 0 0 0 
7. Loss of sense of security 0 0 0 0 0 
8. The sense of an incomplete family 0 0 0 0 Q 
9. Decision making without support 0 0 0 0 0 
10. Diff iculty in relating to children" 0 ‘ 0 0 0 0 
11. Maintenance of family equipment 0 0 0 0 0 
12. Stress ofdual parenting role 0 0 0 0 0 
13. Upsetting situation or thing 0 0 0 0 Q 
B) In the past three months, what is the magnitude of stress you perceived from the 
following items? 
• Very Quite Somewhat Slightly Not 
stressful stressful stressful stressful stressful 
1. Poor health and vulnerability to diseases 0 0 0 0 0 
2. Depressed mood Q 0 Q Q Q 
3. Loneliness Q Q 0 0 0 
4. Financial diff iculty o 0 0 0 0 
5. Lack of experience in managing finance 0 0 0 0 0 
6. Fear ofrelat ing to other couples 0 0 0 0 0 
7. Loss ofsense of security 0 0 0 0 0 
8. The sense of an incomplete family 0 0 0 0 0 
9. Decision making without support 0 0 0 0 0 
10. Diff iculty in relating to children 0 0 0 0 0 
11. Maintenance of family equipment 0 0 0 0 0 
12. Stress ofdual parenting role 0 0 0 0 0 
13. Upsetting situation or thing 0 0 0 0 0 
• ...:~.~ !. 
13. Regular attendance in organization: 
(1) No 0 (2)Yes 0, Name of the organizations : ___________ _ 
Frequency of attendance: 
1) At least once per day 0 
2) At least once every 3 days 0 
3) At least once a week 0 
4) At least once every 2 weeks 0 
5) At least once a month 0 
6) Other 0 
14. Have you consulted helping professionals? 
(1) Yes 0 (2) No 0 
Frequency of contacts: 
1) At least once per day 0 
2) At least once every 3 days 0 
3) At least once a week 0 
4) At least once every 2 weeks 0 
5) At least once a month 0 
6) Other 0 
-----
, ' . ~'" 
"" 
10. Age of children 
(1) 5 years old or below 0 
K^) 6 — 1�ythCS OiQ u 
(3) 11-15 years old 0 
⑷ 15 years old or above 0 
11. No. of relatives in contact: 
(1) Relatives l iving together with in number. 
(2) Relatives not l iving together but have contact in frequency ： 
1) At least once per day 0 
2) At least once every 3 ^ays 0 • 
3) At least once a week 0 
4) At least once every 2 weeks 0 
5) At least once a month 0 
6) Other 0 
12. No. of friends in contact: with contact frequency ： 
1) At least once per day 0 
2) At least once every 3 days 0 
3) At least once a week 0 
4) At least once 2 weeks 0 
5) At least once a month 0 
6) Other 0 
', • 
7. Working status: (1) No 0 (Reliant on la. Government 0 lb. Relatives 0 lc. Self 0 ) 
(2) i:es 0 , wich income 
1) H K D 5,000 or below 0 
2) H K D 5001 - 8000 0 
3) H K D 8001 - 11000 0 
4) H K D 11001 - 14000 0 
5) H K D 14001 - 17000 0 
6) H K D 17000 or above 0 
8. Housing Types : • , 
(1) Public housing 0 
(2) Cottage 0 
(3) Rent private flat 0 
(4) Own private flat 0 
(5) Quarters 0 
(6) Other : . 
9. No. of children : 
(1) One 0 
(2) Two 0 
(3) Three 0 
(4) Four 0 
(5) Five or above 0 
(6) None 0 
Appendix 14 
Questionnaire 
jFai t ‘、• i^ersonai data (please ‘tick> the appropriate drde) 
1. Sex : (1) Male 0 (2) Female 0 
2. Age : 
(1) 30/below 0 (5) 46 - 50 0 
(2) 31 - 35 0 (6) 51 - 55 0 
印 36 -40 0 (7)56 -60 0 
W 4 1 -45 0 (8) 61 - 65 0 
3. Education level : 
(1) Primary or below 0 
� / 
(2) Junior secondary 0 
(3) Higher secondary 0 
(4) College/University 0 
(5) Post-graduate 0 
• 4. Months after spouse's death 
(1) 6 - 9 months 0 
(2) 9 -12 months 0 ‘ 
(3) 1 - 1 .5yearsO 
(4) 1.5 - 2 years 0 
5. Reason(s) for death of spouse: 
6. Religion : 
(1) Ancestor worship 0 
(2) Buddhism 0 
(3) Taoism 0 
(4) Catholic 0 
(5) Christianity 0 
(6) Other 0 
(7) No religion 0 
乐鬥司）1万• 土 / ^ ^貝系祝丫兀 




I I i I I I 
可圈 3 分 即 ‘ ‘ i “ “ ~ ~ ~ " ‘ ‘ i 」 则 ” 1 2 3 4 5 6 7 8 9 
請圈出你以下各方面生活質素的分數： 
1、我現在的健康狀態是 i 2 i 4 ^ 6 ； 8 1 
i 、我與家人和摯親的關係是 : = i j ‘ i j i i 、 
{ , 1 2 3 4 5 6 7 8 9 
3、我參予活動、發揮能力和興趣是 : ] i i i i i i i 
丄 L 0 4 D b 1 0 y 
4、我的情緒和心理健康狀祝是 m ~ t " ^ ~ t ~ t ~ n 
5、我的精神支持/信念/靈性生活是 : ] i ^ i , • ‘ i 
丄 Z 0 4 D 0 / 0 y 
6、我安排事務或完成心願是 1 2 3 4 5 5 7 8 9 
、整體來說，我的生活質素在以上各方面的表現是 ； 。 ‘ \ i , ； , , .： 1 2 3 4 5 6 7 8 9 •、. 
8、我解決問題的能力發揮是 ； i ‘ : i ‘ ； • i i L 0 4 0 0 { 0 y . ‘ •> .• 





( 1 7 d ) �上述你的家人給你的意見，那一項最令你感到苦惱？ 
( 1 8 )、在你喪偶後，你的朋友曾否給你一些意見或幫助而你認爲不適當或毫無幫助的？ 
( 1 8 a ) � 有 口 （ 繼 續 回 答 ） （ 1 8 b ) � 沒有口（不用回答下述分題） 
( 1 8 c ) �以下列出一些你的朋友可能給你的意見或幫助’那些你認爲不適當或毫無 
幫助（可作多項選擇）？ 
/ •1、提你不要再想念死者，忘記他/她。 • 
•2、建議你早日找個伴侶代替死者。 
• 3 � 丟掉所有死者的物件。 
• 4 �建議你「行開口下」。 
• 5 � 建議你用工作來麻木自己。 
, • 6、其他（請註明） 
(；.：1 8 d )�上述你的朋友給你的意見，那一項最令你感到苦惱？ 
{ ： ‘ ― 
( 1 9 ) �在你喪偶後，助人專業人士曾否給你一些意見或幫助而你認爲不適當或毫 
無幫助的？ 
( 1 9 a ) 、有口（繼續回答） （ 1 9 b ) � 沒有口（不用回答下述分題） 




• 3 � 丟掉所有死者的物件。 
• 4 �建議你「行開口下」。 
• 5 � 建議你用工作來麻木自己。 
、 ’ • 6 、 其 他 （ 請 註 明 ） 
1 • � 
( 1 9 d ) � 上述那一項助人專業人士給你的意見，最令你感到苦惱？ 
； — ^ / ‘ -
2 0 、整體來說，我從家人 /朋友 /專業人士獲得的支持是： . . � v ‘ 
• 1、很多。 
• 2、頗多。 
• 3 、一般。 
• 4 � 少 許 。 
• 5 � 完全沒有。 
非 滿 部 不 非 不 
常 意 份 滿 常 適 
滿 滿 意 不 用 I 
意 意 滿 32C 思 
( 1 3 ) 、整體來說，你對助人專業人士（如社工、臨 • • • • • • 
床心理學家、護士、醫生）提供的幫助和支 -
持，滿意程度怎樣？ 
( 1 4 )、以你目前的境況’你最希望助人專業人士在那方面可以幫助你？請依優先次 
序列出來： 
( i ) ( i i ) ( i i i ) 
( 1 5 ) 、以下列出的事情，你需要助人專業人士（社工、臨床心理學家、護士、醫生 
等）幫助你嗎？ 一 
非 頗 有 不 完 不 
(• \ 常 需 些 太 全 適 
f ‘ • ‘ 需 要 需 需 不 用 
要 要 要 需 
面 ^C 
I 、有需要時陪伴你（例如：「傾計」、行街’同你子 • • • • • • 
女聚餐或作其他活動。 
I I、明白、分擔你的哀傷或問題，並給你情感上的支 • • • • • • 
持，|使你的不安情緒得以好緩。 
I I I 、告訴你有關社會服務/資源（如課餘托管、輔導、 • • • • • • 
房屋、法津諮詢• • •）’或提供保健的資料或 
意見。 
I V 、向你提供實質的幫助（如申請援助金、小孩托管、 • • • • • • 
家務助理、護送服務），使你的職責得以完成，好 
緩喪偶生活的壓力。 
, - > l 6 )、你覺得助人專業人仕（社工、臨床心理學家、護士、醫生）對你目前靣對的 
‘“ 困難，實際上幫助程度如何？ 
a 、極大幫助 0 b 、相當有幫助口 c 、有些幫助 0 
d、不太有幫助口 e 、完全沒有幫助 0 . > , . 
( 1 7 ) 、在你喪偶後，你的家人曾否給你一些意見或幫助而你認爲、不適當或毫無幫助 
的？ 
( 1 7 a ) 、 有口（繼續回答） （ 1 7 b ) 、沒有口（不用回答下述分題） 




• 3 、丟掉所有死者的物件。 
• 4、建議你「行開0下」》 
• 5 、建議你用工作來麻木自己。 
• 6、其他（請註明） 
( 1 2 )、^你喪偶後的境況，助人專業人士（如社工、臨床心理學家、護士、醫生） 
或會爲你做一些事情去幫助你，請圈出（1 )有（繼續回答）/ ( 2 )沒 
有.（不用答此題），你對他們在下列各方面的幫助滿意程度如何？ 
非 滿 部 不 非 不 
常 意 份 滿 常 適 
滿 滿 意 不 用 
意 意 滿 <^ 
1 2 3 4 5 9 
1、有需要時陪伴你（例如：「傾計」、行街，同你子 • • 门 门 门 门 
女聚餐或作其他活動。 u u 
2、明白、分擔你的哀傷或問題，並給你情感上的支 • • • •门. 门 
持，使你的不安情緒得以好緩。 u 
3、告訴你有關社會服務/資源（如課餘托管、輔導、房屋、 • • • • • 门 
法津諮詢...），或提供保健的資料或意見。 u 
4、向你提拱實質的幫助（如申請援助金、小孩托管、 • • • • • 门 
•(...家務助理、護送服務.•.），使你的職責得以完 
( :成，浮緩喪偶生活的壓力。 、 , 











i \ • • -
、\ 1 )、剛喪偶時 
� ( i i ) ( i i i ) 
(2)、《^後半年內 
( i ) - _ _ ( i i ) ( i i i ) � 
(3)、最近一個月 ” 3 ^ � ( i i ) _ _ _ _ _ _ ( i i i ) 
( 1 2 d )、你知道到那裏獲取上述服務嗎？ 知道口 不知道 0 
( 1 2 e ) 、如你已獲得上述你需要的服務，你覺得滿意嗎 9 
1)、滿意口 
2)、不滿意口（請註明不滿意的原因和提議改善甚麼地方） 




( 7 )、以你喪偶後的境況，朋友或會爲你做一些事情去幫助你’請圈出（7 a )有（織 
續回答） / (7b)沒有（不用答此題）你對他們在下列方面的幫助滿意程度如何？ 
非 滿 部 不 非 不 i 
常 意 份 滿 常 適 
滿 •滿意不 用 
意 意 滿 =id 思 
1、有需妄時陪伴你（例如：「傾計」、行街，同你子 • • • • • • 
女聚餐或作其他活動。 
2、明白、分擔你的哀傷或問題’並給你情感上的支 • • • • • • 
持’使你的不安情緖得以好緩》 
3、告訴你有關社會服務/資源（如課餘托管、輔導、 • • • • • • 
房屋、法津諮詢. . .），或提供保健的資料或意 
見。 
4、向你提供實質的幫助（如金錢、看顧小孩，或問你 • • • •• • • 
有甚麼需要幫忙），使你的職責得以完成’好緩喪 
. .偶生活的壓力。 / -• I •.••-• 
.-�‘ -, 
•、8 )、整體來說’你對朋友提供的幫助和支持，滿意 • • • •、• • 
程度如何？ 
( 9 )、以你喪偶後的境況，你最希望朋友在那方面可以幫助你？請依優先次序列出來： � ( i i ) ( i i i ) 
( 1 0 )‘、以下列出的事情，你希望朋友幫助你嗎？ 
非 頗 有 不 非 不 
‘ 常 希 些 希 常 適 
希 望 希 望 不 a 
望 望 希 
一 望 
1、月需要時陪伴你（例如：「傾計」、行街’同你子 • • • • • 口 
.....女聚餐或作其他活動》 
I V、明白、分擔你的哀傷或問題，並給你情感上的支 • • • • • • 
、 持，使你的不安情緖得以好緩。 ‘ 
3、告訴你有關社會服務/資源（如課餘托管、铺導、 • • • • • • 
房屋..、法津諮詢...），或提供保健的資料或意 ， • 
見。 
4、向你提供實質的幫助（如金錢、看顧小孩，或問你 • 0 d • • • 
有甚麼需要幫忙），使你的職責得以完成，好緩喪 
偶生活的壓力。 
( 1 1 )、你覺得你的朋友對你喪偶後面對的困難實際上幫助程度怎樣？ 
a 、極之有幫助 0 b、相當有幫助口 c 、有些幫助 0 
d 、不太有幫助 0 e 、完全沒有幫助 0 
I 
第 三 部 份 你 的 社 群 支 持 
( 1 )在你家人中，你覺得那一個最能幫助您面對喪偶後的生活？ 
. a、父母親口 b、兄弟姊妹口 _ c、子女口…d、親戚口 
_ e ' 、沒有口（不用回答（ 2 )至（4)題） f、其他：（註明） 
( 2 )你覺得你的家人對你喪偶後面對的困難’.實際幫助程度如何？ 
a、極之有幫助口 \ 二七、相當有幫助口） c、有些^助口 
d,.、不太有幫助口 .e"、完全沒有幫助口 ••^‘ 
� 
i 
( 3 )以你喪偶後的境況’家人或會爲你做一些事情去幫助你，你對他們在下列方面的 
幫助，滿意程度如何？ 
非 滿 部 不 非 不 
常 意 份 滿 常 適 
滿 滿 意 不 用 
思 思 滿 
zsic. -
. -.- � -
.、、有需要時陪伴你（例如：「傾計」、行街、同你子 • • • • g\ n 
丨 女聚餐或作其他活動）。 “ ‘ 
2、明白、分擔你的哀傷或問題，並給你情感上的支 • • • • • • 
持，使你的不安情緖得以好緩。 
3、告訴你有關社會服務/資源（如課餘托管、輔導、 • • • • • • 
房屋、法津諮詢• • •），或提供保健的資料或意見。 
4、^你提供實質的幫助（如金錢、看顧小孩，或問你 • • • • • • 
有甚麼需要幫忙），使你的職責得以完成，好緩喪 
偶生活的壓力。 • 
( 4 )、整體來說，你對家人提供的幫助和支持，滿意 • • • • • • 
程度如何？ 
( 5 )、以你喪偶後的境況，你最希望家人在那方面可以幫助你？請依優先次序列出 
來： 
：‘丨、) ( i i ) ( i i i ) 
( 6 )、以下列出的事情，你希望家人幫助你嗎？ 
非頗有、不非 不 
常 希 鱼 , 希 常 適 
希 望 禱 望 不 用 
望 望 希 
望 
1、有需要時陪伴你（例如：「傾計」、行街，同你子 • • • • • • 
女聚餐或作其他活動。 
2、明白、分擔你的哀傷或問題，並給你情感上的支 • • • • • • 
持，使你的不安情緖得以好緩。 
3、告訴你有關社會服務/資源（如課餘托管、輔導、房 • • • • • • 
屋、法津諮詢• • •），或提供保健的資料或意見。 
4、向你提供實質的幫助（如金錢、看顧小孩，或問你 • • • • • • 
有甚麼需要幫忙）’使你的職責得以完成，好緩喪 
偶生活的壓力。 
I 乙、以下列出的事情，在最近的三個月，它們對你造成的壓力有多大？請在右面 丨 
I 「\/」適合形容你的感覺。 
極 頗 有 不 完 
大 大 些 太 全 
[ ^ r^ rfTK � - � i ^ 1^ 1^ ^ <又 
力 力 力 壓 有 
力壓 
力. 
1 2 3 4 5 
, 1、身體健康不佳、虛弱易病° ‘ • n n 门 门 * 1 l 1 L__J I 1 1 
(：2、情緖低落’提唔起勁做事。 • • • 门 门 , \ * ^ ' - ^ ^ ~ J i 1 L _ 
i • / 
3、孤單、寂寞渡日，特別是在過節/生曰時。 • • • • • 
i 4、經濟困難、錢銀要就住^^用。 • • • • • 
5、處理財務有經驗，（如遺產、物業、投資）。 • • • • • 
丨 6、與有配偶的朋友相處有避忌。 口 • • 口 • 
I 7 �失去配偶、缺乏安全感，好易俾人「暇」。 • • • • • 
8、失去完整的家庭。 n n 门 n 门 
t—I I—! I—I I—I I _ 
9、要單獨作重大決定和子女學業、搬家、財務安排 • • • • • 
等而又無人與你適量。 
. > •  
1 0、不了解和不懂處理子女的需要。 门 门 门 门 门 
• U、\、U L_J 
1 1、家中電器或設備損毀時之維修。_ • • • • • 
1 2、身兼父母職，需要應付額外的工作和責任。 • • • • • 
1 3、一些令你傷心、激動、與死者有關的情況和物件。 • • 口 口 口 
第二部份有關喪偶者的壓力‘ 
“ - ' - - , . 
甲、你的壓力來自以下幾方面，在最近三個月，它們出現的密度如何？請在右面格子 
「」適合形容你的情況。 
時 經 間 很 沒 
刻 常 中 少 有 
出 出 出 出 出 
現 現 現 現 現 
1、身體健康不佳、虛弱易病。 • • • • • 
2、情緒低落、提唔起勁做事。 • • • • • 
f' 
• t 
3、孤單、寂寞渡日，特別在過節/生曰時。 • • • • • 
4、經濟困難，錢銀要就住黎用。 • • • • • 
5、處理財務有經驗（如遺產、物業、投資）。 • • • • • 
6、與有配偶的朋友相處有避忌。 • • • • • 
L ^ fc • I ii t • - J L.i__J ( . _ 
7、失去配偶、缺乏安全感，好易俾人「煆」。 • • • • • 
8、失去完整的家庭。 • • • • • 
L__'J ‘ L.圓」 » •< Li-.i-
9、要單獨作重大決定如子女學業、搬家、財務安排 • • • • • 
等而又無人與你商量。 
1 0、不了解和不懂處理子^^的需要。 • • • • • 
1 1、家中電器或設備損毀時之維修。 • • • • • 
1 2、身兼父母職，需要應付額外的工作和責任。 • • • • • 
1 3、一些令你傷心、激動、與死者有關的情境和物件。 • • • • • 
1 1、其他有來往之親人：（1 )同住 個 
( 2 )非同住 個 接觸頻率： 
( 1 )每天起碼一次口 ( 2 )每三天起碼一次口 
( 3 )每星期起藏一次口 （4 )每兩星期起碼一次口 
( 5 )每月起碼一次口 （ 6 ) 其 他 
1 2、有知己朋友 . 個 接觸頻率： 
( 1 ) 每天起碼一次 0 ( 2 ) 每 三 天 起 碼 一 次 0 
( 3 )每星期起碼一次口 （ 4 ) 每兩星期起碼一次 0 
( 5 ) 每 月 起 碼 一 次 0 ( 6 ) 其 他 - • 
1 3、慣常參加一些組織或社葡， ( 1 ) 沒有口（ 2 ) 有 口 名 稱 ： 
出席活動頻率：（1 )，天起碼一次口 （ 2 )每三天起碼一^ ^ ^ “ 
( 3 )每星期起碼一次口 （4 )每兩星期起碼一次口 
( 5 )每月起碼一次口 （ 6 )其他： (,:, •‘ 
( I 4 a 、有否定期接獨助人專業人士（社工/臨床心理學家/護士/醫生）？ 
( 1 ) 有 0 ( 2 ) 沒 有 口 ’ 
接鍾頻率•• 
( 1 )每天起碼一次口 （ 2 )每三天起碼一次口 
( 3 )每星期起碼一次口 （ 4 ) 每兩星期起碼一次 0 
. ( 5 )每月起 5 1 —次口 （ 6 ) 其 他 ： _ _ _ _ 
« 
> , . 
4 > o>?.. 
/、竹'^外/_ 
I 「香港喪偶者承受的壓力、社群支持及生活質素」調查問卷 ^. 
第一部份••個人資料（如有空格，請/適當的空格） 
1 、 性 別 ： ( 1 ) 男 0 ( 2 ) 女 口 
‘ 
2、牛齡.（J_、)三卞嵗以]^ • ( b )四十八至五十歲 • ， 
( 2 )三十一至三十五歲 • ( 6 )五十一至五十五歲 • 
( 3 )三十六至四十歲 • ( 7 , )五十六至六十歲 • 
( 4 )四十一至四十五歲 • ( 8 )六十一至六十五.歲 • 
3、敎育程度••（ 1 )小學程度或以下 • 
( 2 ) 初 中 程 度 • 
( 3 ) 高 中 程 度 • 
S ( 4 ) 大 專 程 度 • 
( 5 )大專以上程度 • r 
、4、配偶去世月數•• ( 1 )半年至九個月 • 
( 2 )九個月以上至一年 • 
丨 （ 3 ) 一年以上至年半 • 
！ ( 4 )年半以上至兩年 • 
i 5、配偶去世原因： 
I 6 � 宗 敎 信 仰 ： （ 1 )民間傳統信仰口 （ 2 )碟敎口 （ 3 )道敎口 （ 4 )回敎口 
丨 （ 5 ) 天 主 敎 口 （ 6 ) 基 督 敎 口 （了）其他口 （ 8 ) 無 0 
I 
7、有薪職業：（1 )沒有口（生活靠（1 3 )政府0 ( 1 6 )親友0支助 
( 1 ( 0 0自己/.遺產） 
i ( 2 )有0，月入：丨丨港幣五千元或以下 • 
.2)港幣五千至八千元 • 
V 3)港幣八千或一萬一千元 • 
4)港幣一萬一千至一萬四千元 • 
5)港幣一萬四千至一萬七千元 • 
z 6)港幣一萬七千元以上 、 . . • 
: 8、住宅屬於：（ 1 )公屋口 （ 2 ) 木 屋 / 寮 屋 / 臨 屋 口 c 3 5•， k^住• 
( 4 )私人樓宇口 ，( 5 )所屬機構宿舍口 （ 6 )其他•• 
9、小孩數目：（1 ) 一 個 0 ( 2 ) 二個口 （ 3 ) 三 個 口 （ 4 ) 四 個 口 . 
( 5 ) 五 個 或 以 上 口 （ 6 ) 無 子 女 0 
1 0、小孩年齡：（ a )五歲或以下口 （ b )六歲至十歲口 （ c)十一歲至十五歲口 
( ( 1 )十五歲至二十歲或以上口（可選多過一項） 
I 
< ^ s t 4 i t f ^ % . . 
( , 容 人 二 \ 湘 ^ 、 一 彭 人 專 稟 人 € 
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27 February 1996 
I 
Miss Cheng Bing Yee, Banny 
Department o f Social Work 
The Chinese University o fHong Kong 
Shatin, N.T. 
Dear Miss Cheng, 
Re: MSW Research Project 
"Stress ofbereavement, social support and quaHty ofHfe --
a study on the bereaved in Hong Kong 
Thank you for your letter dated 11 Januaty 96，requesting my support 
for this project. As you may remember, vve discussed the methodology on the phone 
and I agreed to put the proposal to CMC's Management Conunittee, which also 
functions as our Ethics Conunittee. 
I regret to inform you, that with your currentfy proposed methodology, 
we, at CMC feel it uhethical to release detaHs of deceased patients' relatives to you for 
contact purposes. We feel that this breaches the principle ofpatient conjSdentiaHty. 
We would be happy to look at a revised proposal i f the methodology can 
be changed -- since research in this area is very Umited. 
Yours sincerefy, 
(/i^l^ju^ . 
Dr Helen Tinsley 
Hospital Chief Executive 
HT/hl 
c.c. GM(AH) 
D M , M S W 
/ - 4 ^ HOSPITAL 
V U ) AUTHORITY 
N J ^ 驢院管理局 
[ . ¾ ¾ . . + G R A N T H A M H O S P I T A L '"^^^iBERDE^^'^^^ 
THE HONG KONC TUBERCULOSIS CHEST AND HEART DISEASES ASSOCIATION HONG KONG 
^ ^ 曰 M A I N ENQUIRES: 2 5 1 8 2 1 1 1 
易 f 洪 醫 院 F A X : 2 5 5 4 2 0 " 
香 港 防 療 心 醎 及 胸 病 協 會 
Ref: (43) in GHy^CE/01/92 
24 January 1996 
Miss CHENG Bing-yee Banny 
Department of Social Work 
The Chinese University ofHong Kong 
Shatin 
New Territories • ‘ 
Dear Miss CHENG 
Research Project on ‘‘Stress ofBereavement, Social Support and Quality of Life 
-A Study on the Bereaved in Hong Kong 
t 
I refer to your letter of 11 January 1996 and read your proposal with interest. 
However, as our hospital is mainly a cardiothoracic hospital, we would not have 
adequate centralized case pool to facilitate the proposed research. 
Yours sincerely 
/ ^ ^ 2 K ^ " i ^ ^ ~ ^ 
( ^ _ ^ ^ / l 6 r S C L E U N G 
^Tosp i ta l Chief Executive 
Grantham Hospital 
960122.DOC 
^ • X ^ HOSPITAL 
^ y ^ AUTHORITY 
N r m院管理局 
^ 
醫 院 管 理 局 
HOSPITAL AUTHORITY 
Lai Chi Kok Hospital , • 
• 800 Castle Peak Road, Kowloon . 
Tel. : 2J07 1338 Fax : 2745 6470 
Our Ref. (189) in LCK/HCE/XC/OH/95 20 January 1996 
Miss Cheng Bing Yee 
Dept. ofSocial Work ‘ 
The Chinese University ofHong Kong 
Shatin, NT. 
Dear Miss Cheng, 
• • 
Re: Support for an M.S.W. Research project titled ‘Stress ofBereavement, 
social support and oualitv oflife' - a studv on the bereaved in Hong Knng 
I refer to your letter dated 11.1.96 regarding the captioned. 
Please be informed that as the mortality rate at our hospital has been 
maintained at zero, I think we are not a suitable source for your research to be carried out. 
• 
• 
I regret that we are unable to render assistance to your research project. 
Yours sincerely, 
{M^ 
(Dr. H. W. T|5UI) 
Hospital ChiefExecutive 
Lai Chi Kok Hospital 
H w m i 
• • 
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MEMO 
From: Hospital ChiefExecutive To: Ms CHENG Bing-yee 
Princess Margaret Hospital Department o f Social Work, 
The Chinese University ofHong Kong 
Ref: (4) inPMH/CND/NR/96 
Tel.: 2990 3227 ,. 
Date: 24 January 1996 
* / Re: SuPDort for an M.S.W. research project titled “Stress ofBereavement social 
support and quality of life - a study on the bereaved in Hong Kong，， 
Thank you for your letter dated on 11 Januaiy 1996. 
As our hospital is now being occupied by many surveys and studies conducted by other 
institutions, we therefore regretted that your study on the captioned subject is 
considered inconvenience at this moment. However, we appreciated with the effort 
that you have devoted in research o fHong Kong. 
/ ^ 
(Therese CHAW) 
for Hospital ChiefExecutive 
Princess Margaret Hospital 
^ " X ^ HOSPITAL 
VUyAUTHORITY 
N K 醫院管理周 
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